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NOW many more 
hypertensive patients 
may have THE FULL 
BENEFITS 
CORTICOSTEROID 
THERAPY 


Except for one case of mild blood-pressure elevation (150/90) no hypertension 
was seen in any of 1500 patientst as a result of treatment with DECADRON—the 
new and, on a milligram basis, most potent of all corticosteroids. Hypertension 
induced by other steroids diminished or disappeared. 


Thus with DECADRON, hypertension no 
longer appears to be a contraindication to 
successful corticosteroid therapy. And 
the dramatic therapeutic impact of 
DECADRON was virtually unmarred by 
diabetogenic or psychic reactions... 
Cushingoid effects were fewer and milder 
... and there were no new or ‘‘peculiar’’ 
side effects. Moreover, DECADRON helped 
restore a ‘‘natural’’ sense of well-being. 


tAnalysis of clinical reports. 
*DECADRON is a trademark of Merck & Co., Inc. ©1959 Merck 


treats more patients 
more effectively @-Jp MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 

The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

Ample facilities are afforded for recreational and occupational therapy, particularly out- 


of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his problems and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff£ Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


YEAR by YEAR.... 


more and more members 
of the MEDICAL PROFESSION are counted among the ever - growing 
circle of friends and customers of WINCHESTERS. 


This constant growth, we feel, is due to the principles 
upon which our business was founded over Al years ago. 
QUALITY . . . DEPENDABILITY . . . and SERVICE. . . have 
always been the watchwords of our organization. 
Satisfaction Guaranteed 
Distributors of KNOWN BRANDS of PROVEN QUALITY 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th Street Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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Raldrate: 


SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 


JONES and VAUGHAN, Inc. 2e¢, va. 
ral 
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The clock strikes 2— 
and your ulcer patient sleeps undisturbed 


ONE 10 MG. DARICON TABLET BEFORE BREAKFAST... 


ONE 10 MG. DARICON TABLET AT BEDTIME... 
controls hypersecretion, hypermotility, and provides dependable relief for at least 12 more 
spasm all night long. The sustained anticholin- _ hours. In a large series of patients with peptic 
ergic efficacy of DARICON is inherent in its struc- __ ulcer and other gastrointestinal disorders — some 
ture and does not depend on special coatings. notably refractory to therapy—8 out of 10 
responded to DARICON. 


For ‘round-the-clock relief 


® 
DARIGCON 
oxypher ne hydrochloride other gastrointestinal disorders 


B. |. D. DOSAGE 


A Professional Information Booklet is available on request from the Medical Department. 


Science for the world’s well-being™ PFIZER LABORATORIES, Division, Chas. Pfizer & Co. Inc., Brooklyn 6, New York 
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sequelae of u.r.i. 
...and relieve the 
symptom complex 


ic Compound Lederle 


Tonsillitis, otitis, adenitis, 
sinusitis, bronchitis or pneu- 
monitis develops as a serious 
bacterial complication in 
about one in eight cases of 

‘acute upper respiratory 
infection.’ To protect and 
relieve the “cold” patient:.. 
ACHROCIDIN. 


Usual’ dosage: 2 tablets or 
= teaspoonfuls q.i.d. (equiv. 1 Gm: 
Each TABLET 


caffeine (30-mg.); sali- 
(150 mg.); chiorothen 
(25.mg.). Also as SYRUP 
flavored), caffeine- 
Tee: 


FoBased on estimate by Van Volken- 
Burgh, A., and Frost, 
Am. J. Hygiene 71:122 (Jan.) 1933, 


= LEDERLE LABORATORIES, 
a Division of 


AMERICAN CYANAMIO COMPANY, 
Pearl River, New York 
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MEDICAL-DENTAL CREDIT BUREAU 
514 Nissen Building 

P. O. Box 3136 
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Phone PArk 4-8373 
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715 Odd Fellows Building 
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513 Security Bank Building 
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Phone 3955 


MEDICAL-DENTAL CREDIT BUREAU 
A division of Carolina Business Services 
Room 10 Masonic Temple Building 

P. O. Box 924 

Wilmington, N. C. 

Phone ROger 3-5191 


the SYMBOL OF ASSURANCE OF ETHICAL 
public relations minded handling of your accounts 
receivable and collection problems. 


IS the EMBLEM of sound experience in SERVICE 
to the professional offices. 


IS thee MARK of a complete PROFESSIONAL 


accounts receivable service. 


Here Are the BUREAUS in Your Area Capable and Ready to Serve You 


MEDICAL-DENTAL CREDIT BUREAU 
212 West Gaston Street 

Greensboro, N. C. 

Phone BRoadway 3-825! 


MEDICAL-DENTAL CREL 7 BUREAU 
220 East 5th Street 

Lumberton, N. C. 

Phone REdfield 9-3283 
MEDICAL-DENTAL CREDIT BUREAU, 
225 Hawthorne Lane 

Hawthorne Medical Center 

Charlotte, N. C. 

Phone FRanklin 7-1527 

THE MEDICAL-DENTAL CREDIT BUREAU 
Westgate Regional Shopping Cer*er 

Post Office Box 2868 


Asheville, North Carolina 
Phone ALpine 3-7378 
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SCHERING'S 
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CARISOPRODOL 
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relaxant 


— analgesic 


EASES M 


Schering 


SPASM & PAIN 
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HOW KENT BLAZED THE TRAIL 
IN FILTRATION 


A major independent research foundation, 
under Lorillard sponsorship, determined that 
the average puff of cigarette smoke contains 
over 12 billion semi-solid particles. Further 
research revealed that inhaled smoke from 
ordinary cigarettes hasa predomi- 
nant proportion of particles, from 
0.1 to 1 micron in diameter, 
averaging 0.6 micron. 

Ordinary filter fibers are so 
large that they create spaces 
through which the small semi- 
solid smoke particle can easily 
pass. However, in the extraor- 
dinary Kent filter, the fibers are 
mechanically manipulated in 
such a manner as to create a mul- 
titude of baffles and extremely 
tortuous passageways for the 
smoke. This is the ‘“Micronite’’ 
Filter. 

Lorillard pioneered research 
into filtration—creating a filter 


of extraordinary ability to decrease smoke 
solids. So—from the very start— Kent blazed 
the trail in filtration. And, today, tars and 
nicotine are lowest in Kent’s history. 

This Kent achievement in the field of fil- 
tration was done without sacri- 
fice of rich tobacco flavor. Kent 
uses only natural tobaccos—the 
finest in the world today—to 
give you real tobacco taste. Kent 
satisfies your appetite for a real 
good smoke. 


If you would like the booklet, for 
your own use, “The Story of 
Kent,’’ write to: P. Lorillard 
Company, Research Depart- 
ment, 200 East 42nd Street, 
New York 17, N. Y. 


© 1960, P. Lorillard Co. 


Kent filters best 
Jor the flavor you like 


A Product of P. Lorillard Company—First with the finest cigarettes — through Lorillard Research! 
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Phenaphen with Codeine provides 
intensified codeine effects with 
control of adverse reactions. 

It renders unnecessary (or postpones) 
the use of morphine or addicting 
synthetic narcotics, even in 

many cases of late cancer. 


Three Strengths — 
PHENAPHEN NO. 2 
Phenaphen with Codeine Phosphate % gr. (16.2 mg.) 


PHENAPHEN NO. 3 
Phenaphen with Codeine Phosphate 4% gr. (32.4 mg.) 


PHENAPHEN NO. 4 

Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 
Also — 

PHENAPHEN ein each capsule 
Acetylsalicylic Acid 2% gr. . (162 mg.) 
Phenacetin 3 gr. ....... (194 mg.) 
Phenobarbital % gr...... (16.2 mg.) 
Hyoscyamine sulfate... . . (0.031 mg.) 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 
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are ce certain medications which are: 
favorites of yours, medications in which 


New 
GRIP-TIGHT CAP 
for Children's 

Greater 


r is quality controlled. No other maker submits 
to such thorough quality controls z as does 


it has been conscientiously formulated to be 
tl best tasting aspirin ever made and to live up 
1 b the Bayer ery tradition of providing the finest | 


xX January, 1960 
| family fradition 
ye u have a parucuiar.contiaence. 
Physicians, through ever increasing recommen- 
dation, have long demonstrated their confidence 
the uniformity, potency and purity of Bayer 
Aspirin, the world’s first aspirin, 
And like Bayer Aspirin, Bayer Aspirin for Chil- \ 
@We welcome your requests for samples on Bayer : 
Aspirin and Flavored Bayer Aspirin for Children. A 


tense 
and 
NEYVOUS 
patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


Miltown 


meprobamate (Wallace) 


Wy WALLACE LABORATORIES / New Brunswick, N. J. 
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NOW 


new way 


to relueve pain 
and stiffness 
in muscles 


and joints 


indicated in: 
MUSCLE STIFFNESS 
LUMBOSACRAL STRAIN 
SACROILIAC STRAIN 
WHIPLASH INJURY 
BURSITIS 

SPRAINS 
TENOSYNOVITIS 
FIBROSITIS 
FIBROMYOSITIS 
LOW BACK PAIN 
DISC SYNDROME 
SPRAINED BACK 
“TIGHT NECK” 


TRAUMATIC STRAINS 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 
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@ Exhibits unusual analgesic properties, different from those 


of any other drug mm Specific and superior in relief of SOMAtic pain 


@ Modifies central perception of pain without abolishing natural 


defense reflexes ™ Relaxes abnormal tension of skeletal muscle 


N-isopropy!-2-methyl-2-propyl-1, 3-propanediol dicarbamate 


® More specific than salicylates @ Less drastic than steroids 


B® More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. SoMa is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with Soma than with previously used analgesic, sedative or relax- 
ant drugs. 

SomA also relaxes muscle hypertonia, with its stresses on related joints, 
ligaments and skeletal structures. 


acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY safe. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy, particularly on high dosage. 


EASY TO USE. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


SUPPLIED: Bottles of 50 white coated 350 mg. tablets, 
Literature and samples on request. 
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SCHERINGS 

‘ NEW 
MYOGESIG* 

“EASES STRAINS 

BACK PAINS...! 


CARISOPRODOL 
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RELA~—a new myogesic for better 
relaxant and analgesic therapy— 
more adept management of 
spasm and pain in strains, 
sprains and low back pains. 


RELA—thouch a single drug—is a true 
myogesic and works rapidly 
to achieve three desired effects... 


Rela relaxes acute muscle spasm 
Relief of muscle spasm (96% excellent 
to good effectiveness)! 


Rela provides a unique quality of 

persistent pain relief through 

its relaxant and analgesic actions 
“Relief from pain was usually rapid 

and sometimes dramatic”?! 


Rela, through relaxation and analgesia, 
assures daytime ease and nighttime rest 
“...Anumber of patients reported 
freedom from insomnia which they 
attributed to freedom from pain.’’! 


indications: RELA is most beneficial in those 
conditions of the musculoskeletal system 
manifesting pain, stiffness and spasm. 

safety: Studies of more than 1400 patients 
indicate that the toxicity of RELA is exceptionally 
low. In human subjects, respiratory, 

blood pressure or blood chemistry changes 
and/or renal, hepatic or endocrine dysfunction 
have not been reported. 

dosage: The usual adult dosage of RELA is 

one tablet 3 times daily and at bedtime. 

RELA has a rapid onset of action, with relief 
usually apparent within 30 minutes, and 
persisting for at least 6 hours. 

supply: RELA is available as 350 mg., pink, 
coated tablets in bottles of 30. 


1. Kuge, T.: To be published. 4-227 
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But, 
Doctor, I 
just can’t 
swallow a 

lot of 
tablets99 \ 
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e@ Little mother, just 
ONE 


BONA DOXIN 


tablet stops morning sickness 
(you take it at bedtime)99 


~ 


| 
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The formula tells why BONADOXIN quickly stops nausea and vomiting of 
pregnancy in 9 out of 10 cases.* Each tiny BONADOXIN tablet contains: 
Meclizine HCI (25 mg.) for antinauseant action / Pyridoxine HCI (50 mg.) for metabolic replacement 
More than 60,000,000 tablets prescribed and taken. Toxicity low, tolerance 
excellent. In bottles of 25 and 100. Usual dose: one tablet at bedtime; severe 
cases may require another on arising. See PDR, p. 779. 

BONADOXIN also effectively relieves nausea and vomiting associated with: 
anesthesia, radiation sickness, Meniere’s syndrome, labyrinthitis, cerebral 
arteriosclerosis and motion sickness. 


| 


After Baby Comes 


For infant colic, try antispas- 
modic BONADOXIN Drops... 
stop colic in 7 out of 8 cases.* 


Each cc. contains: 
Meclizine 8.33 mg. / Pyridoxine 16.67 mg. 


See POR, p. 779. 
#Bibliography available on request. 


@ New York 17, New York + Division, Chas, Pfizer & Co., Inc.* Science for the World’s Well-Being 


/ \ / 
\ 4 / 
/ 
/ 
an 
=: 
/ Sg aN 


as reactive in tablet form... 


LGL 


The superiority of Alglyn (dihydroxy aluminum amino- 
acetate) as an antacid over ordinary aluminum prepara- 
tions is quite pronounced. Not only do Alglyn Tablets 
act as rapidly as aluminum hydroxide gels and magmas, 
but they maintain a much more effective pH for a longer 


time (see chart). 


Furthermore, Alglyn Tablets are decidedly superior when 
antacid-belladonna therapy is indicated. Ordinary alu- 
minum preparations may actually adsorb as much as 
80% of the spasmolytic drug, as compared to only 7% 
for Alglyn Tablets. In addition, Alglyn contains no 


sodium and less aluminum. 


Dihydroxy aluminum aminoacetate 


Supplied in bottles of 100 0.5 Gm. tablets. Also as 
Belglyn® (with belladonna), and as Malglyn® (with 
belladonna and phenobarbital). Literature available upon 


request. 


MINUTES 30° 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennessee 
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Panalba 


1S 


This 


performance 
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... into a mixed culture 
of the four organisms 
commonly involved 

in sinusitis . . . Str. 
hemolyticus, D. pneu- 
moniae, H. influenzae 
and Staph. aureus 

(in this case a resistant 
strain) . .. we introduce 
the five most frequently 
used antibiotics. 

Twenty-four hours later 
(in this greatly enlarged 
photograph), note that 
only one of the five leading 
antibiotics has stopped 
all the organisms, 
including the resistant 
staph! This is Panalba. 

In your next patient with 
sinusitis . . . in all your 
patients with potentially- 
serious infections... 
provide this extra 
protection with your 
prescription: 

Dosage—1 or 2 capsules 

3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 
Albamycin as novobiocin 
sodium, in bottles of 16 and 100. 
Now available: new Panalba 


Half-Strength Capsules in 
bottles of 16 and 100, 


(Panmycin® Phosphate plus Albamycin*) 


The broad-spectrum 
antibiotic of 
jirst (resort 


The Upjohn Company 
Kalamazoo, Michigan 
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Doctors, too, like “Premarin” 


doctor’s room in the hospital 
is used for a variety of reasons. 
Most any morning, you will find the 
internist talking with the surgeon, 
the resident discussing a case with 
the gynecologist, or the pediatrician 
in for a cigarette. It’s sort of a club, 
this room, and it’s a good place to 
get the low-down on “Premarin” 
therapy. 


If you listen, you'll learn not only 
that doctors like “Premarin,” but 
why they like it. 

The reasons are fairly simple. 
Doctors like “Premarin,” in the first 
place, because it really relieves the 
symptoms of the menopause. It 
doesn’t just mask them — it replaces 
what the patient lacks — natural es- 
trogen. Furthermore, if the patient 


is suffering from iieadache, insomnia, 
and arthritic-like symptoms due to 
estrogen deficiency, “Premarin” takes 
care of that, too. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 
Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada 
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-vitamins or 
ascorbic acid | 


Saturation doses - the hard way! 


Each of these food portions con- In each Allbee with C: As much as:* 

tains a saturation dose of one of Thiamine mononitrate (B,) 15mg. 6.9 Ibs. of fried bacon 
the water-soluble B vitamins or C. Riboflavin (B,) 10mg. 31% ozs. of liverwurst 
The easy way to provide such quan- Pyridoxine HC! (B.) 5mg. 2 Ibs. of yellow corn 
tities of these vitamins with speed, Nicotinamide . 50mg. 11 ozs. of roasted peanuts 
safety and economy is to prescribe Caicium pantothenate 10mg. ‘% Ib. of fried beef liver 
Allbee with C. Recommended in Ascorbic acid (Vitamin C) 250mg. % Ib. of cooked broccoli 


pregnancy, deficiency states, diges- *These common foods are among the richest sources of B vitamins and as- 
tive dysfunction and convalescence.  corbic acid. H.A. Wooster, Jr., Nutritional Data, 2nd Ed., Pittsburgh, 1954. 
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antitussives: 


Robitussin® 


Dimetane®Expectorant-DC 
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January, 1960 ADVERTISEMENTS 


they help the cough remove its cause 


These elegant antitussives comprise a group of signifi- 
cantly superior expectorants from which you may select 
the formula best suited for your coughing patient. 


First of all, they have more in common than mere 
delectability to eye and palate: they all include glyceryl 
guaiacolate. This remarkable expectorant aids the 
coughing mechanism by increasing the secretion of 
Respiratory Tract Fluid,' which helps liquefy sputum," 
makes bronchial and tracheal cilia more efficient,'” 
and acts as a demulcent.’** Through its effects, all four 
expectorants promote the natural purpose of the cough, 
which is to remove the irritants that cause it.'? 


In addition, the Robins antitussive armamentarium 
provides a choice of widely accepted drugs in various 
combinations with glyceryl guaiacolate for treating 
different kinds of coughs and associated symptoms. For 
antihistaminic effects, there is Dimetane® or prophen- 
pyridamine; for bronchodilation and nasal deconges- 
tion, there are sympathomimetic agents; and for 
suppression of the “too frequent” cough, there is 
codeine or dihydrocodeinone. 


Robitussin 


Each teaspoonful contains: 


Glyceryl guaiacolate 100 mg. 


Robitussin’ A-C 


Each teaspoonful contains: 

Glyceryl guaiacolate 
Prophenpyridamine maleate... 7.5 mg. 
Codeine phgsphate .. 10 mg. 
(exempt narcotic) 


Dimetane: 
Expectorant 


Each teaspoonful contains: 


Parabromdylamine maleate 
TAI ) 


Glyceryl guaiacolate 

Phenylephrine HCl, USP.......... 

Phenylpropanolamine HCl, 
NNR 


Dimetane’ 


Expectorant-DC 


Each teaspoonful contains the 
Dimetane Expectorant for- 
mula plus Dihydrocodeinone 


(exempt narcotic) 


5 mg. 


References: 1. Cass, L. J., and Frederik, W. S.: Am. Pract. & Digest Treat. 2:844, 1951. 2. 

Blanchard, K., and Ford, R. A.: Journal-Lancet 74:443, 1954. 3. Hayes, E. W., and Jacobs, L. S.: 

Dis. Chest 30:441, 1956. 4. Blanchard, K., and Ford, R. A.: Rocky Monnaie M. J., Vol. 52, > 

No. 3, 1955. 5. Boyd, E. M., and Pearson: Am. J. M. Sc. 2/1:602, 1946, A.W. ROBINS COMPANY, INC., RICHMOND 20, ‘VIRGINA 
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An emotionally balanced patient 
Thanks to your treatment and tie help of 
Deprol, her depression is relieved und her anxi- 
ety and tension calmed. She eats well, sleeps 
well, and can return to her normal activities. 
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Deprol helps balance the mood 
by lifting depression as it 
calms related anxiety 


No “‘seesaw”’ effect of amphetamine- 
barbiturates and energizers 


While amphetamines and energizers may stimu- 
late the patient—they often aggravate anxiety and 
tension. And although amphetamine-barbiturate 
combinations may counteract excessive stimu- 
lation—they often deepen depression. 


In contrast to such “seesaw’’ effects, Deprol 
lifts depression as it calms anxiety—both at the 
same time. 


Safer choice of medication than 
untested drugs 


Deprol does not produce hypotension, liver dam- 
age, psychotic reactions or changes in sexual 
function. 


bir TS DEPRESSION 

Deprol 


BIBLIOGRAPHY: 1. A L.: Chemoth of dep Use 
of b bined with b yzine (2-di i y itate) 
hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Bateman, J. C. and 
Carlton, H. N.: Deprol as adjunctive therapy for patients with advanced 
cancer, Antibiotic Med. & Clin. Therapy. in press, 1959. 3. Bell, J. L., Tauber, 
H., Santy, A. and Pulito, F.: Treatment of depressive states in office practice. 
Dis. Nerv. System 20:263, June 1959. 4, McClure, C. W., Papas, P. N., 
Speare, G. S., Paimer, E., Slattery, J. J., Konefal, S. H., Henken, B. S., 
Wood, C. A. and Ceresia, G. B.: Treatment of depression—New technics and © 
therapy. Am. Pract. & Digest Treat. in press, 1959. 5, Pennington, V. M.: 
Meprobamate-benactyzine (Deprol) in the treatment of chronic brain syndrome, 
schizophrenia and senility. J. Am. Geriatrics Soc. 7:656, Aug. 1959. 6. Rickels, 
K. and Ewing, J. H.: Deprol in depressive conditions. Dis. Nerv. System 20:364, 
(Section One), Aug. 1959. 7. Ruchwarger, A.: Use of Depro! (meprobamate 
combined with benactyzine hydrochloride) in the office treatment of depression. 
M. Ann. District of Columbia 28:438, Aug. 1959. 8. Settel, E.: Treatment 
of depression in the elderly with « b i 
combination. Antibiotic Med. & Ciin. Therapy. in press, 1959. 


AMPHETAMINES 
AND ENERGIZERS 
may stimulate the 
patient, but often 
increase anxiety and 
tension. 


AMPHETAMINE- 
BARBITURATE 
combinations may 
control overstimula- 
tion but may deepen 
depression. 


DOSAGE: Usual starting dose is 1 tablet q.i.d. When neces- 
sary, this may be gradually increased up to 3 tablets q.i.d. 


COMPOSITION: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 


SUPPLIED: Bottles of 50 light-pink, scored tablets. Write 
for literature and samples. Ww] WALLACE LABORATORIES / New Brunswick, N. J. 
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Where a poly-unsaturated 
oil is called for in the diet, 
Wesson satisfies the 
most exacting requirements 


(—and the most exacting appetites). 


Compared to other readily available 
vegetable oi/s, Wesson is unsurpassed 
as a serum Cholesterol depressant. 


Faithful adherence to any diet is much more 
likely when foods taste good. The preference for 
Wesson—amply confirmed by its sales leadership 
for 59 years—has been reconfirmed in recent tests 
with brand identification removed. Housewives 
in a national probability sample indicated marked 
preference for Wesson, particularly by the criteria 
of odor, flavor (blandness) and lightness of color. 


Each pint of Wesson contains 
437-524 Int. Units of Vitamin E 


Wesson’s Important Ingredients: 


Linoleic acid glycerides 50% to 55% 


Phytosterol (predominantly 
beta sitosterol) 0.4% to 0.7% 


Total tocopherols 0.09% to 0.12% 


Never hydrogenated—completely salt free 
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CORN OIL MARGARINE 
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Note purity. Few peaks, Cleanly separated. 
High Linoleic Acid Content, 52.9% Poly-unsaturated 
CORN OIL MARGARINE “B”’ 
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Note effect of coconut oil. Medium Linoleic Acid Content, 37.5% 
Note effect of hydrogenation. Low Linoleic Acid Content, 11% 
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intimal disturbance 
the patient's chemical and psychic balance. 


Substantiated by published reports of leading clinicians: 


- effective control ¢ minimal disturbance 
of allergic of the patient's 


and chemical and psychic 


1, 4, 5, 8-19 


inflammatory svmptoms™ balance 
y sym] 


a 
\ 
corticosteroid 


At anti-inflammatory and antiallergic levels ARISTOCORT means: 


* freedom from salt and water retention 

¢ virtual freedom from potassium depletion 
* negligible calcium depletion 

* euphoria and depression rare 


* no voracious appetite—no excessive weight gain 


* low incidence of peptic ulcer 
* low incidence of osteoporosis with compression fracture 


Indications: rheumatoid arthritis; arthritis; respiratory allergies; allergic and inflammatory 
dermatoses; disseminated lupus erythematosus; nephrotic syndrome; lymphomas and leukemias. 
Precautions: With artstocort all traditional precautions to corticosteroid therapy should be ob- 
served. Dosage should always be carefully adjusted to the smallest amount which will suppress 
symptoms. After patients have been on steroids for prolonged periods, discontinuance must be 
carried out gradually. 

Supplied: Scored tablets of 1 mg. (yellow): 2 mg. (pink); 4 mg. (white); 16 mg. (white). 
Diacetate Parepteral (for intra-articular and intrasynovial injection). Vials of 5 cc. (25 mg./ce.). 


References: 1. Feinberg, S.M., Feinberg, A.R., and Fisherman, 
E.W.: J.4.M.A, 167:58 (May 3) 1958. 2. Epstein, J.I. and Sher- 
wood, H.: Connecticut Med. 22 822 (Dec.) 1958. 3. Friedlaender, S. 
and Friedlaender, A.S.: Antibiotic Med. & Clin. Ther. 5:315 
(May) 1958. 4. Segal, M.S. and Duvenci, J.: Bull. Tufts North East 
M. Center 4:71 (April-June) 1958. 5. Segal, M.S.: Report to the 
A.M.A. Council on Drugs, J.4.M.A. 169:1063 (March 7) 1958. 
6. Sherwood, H. and Cooke, R.A.: J. Allergy 28:97 (Mar.) 1958. 
7. Duke, C.J. and Oviedo, R.: Antibiotic Med. & Clin. Ther. 5:710 
(Dec.) 1958. 8. McGavack, T.H.: Clin. Med. (June) 1958. 9. Frey- 
berg, R.H.; Berntsen, C.A., and Hellman, L.: Arthritis and Rheu- 
matism 1:215 (June) 1958. 10. Hartung, E.F.: J.4.M.A. 167:973 
(June 21) 1958. 11. Hartung, E.F.: J. Florida Acad. Gen. Pract. 
8:18, 1958. 12. Zuckner, J.; Ramsey, R.H.; Caciolo, C., and Gant- 
ner, G.E.: Ann. Rheum. Dis. 17:398 (Dec.) 1958. 13. Appel, B.; 
Tye, M.J., and Leibsohn, E.: Antibiotic Med. & Clin. Ther. 5:716 
(Dec.) 1958. 14. Kalz, F.: Canad. M.A.J. 79:400 (Sept.) 1958. 
15. Mullins, J.F., and Wilson, C.J.: Texas State J. Med. 54:648 
(Sept.) 1958. 16. Shelley, W.B.; Harun, J.S., and Pillsbury, D.M.: 
J.A.M.A. 167:959 (June 21) 1958. 47. DuBois, E.F.: J.A.M.A. 
167:1590 (July 26) 1958. 18. McGavack, T.H.; Kao, K.T.; Leake, 
D.A.; Bauer, H.G., and Berger, H.E.: Am. J. Med. Sc. 236:720 
(Dec.) 1958. 19. Council on Drugs: J.A.M.A. 169:257 (Jan. 17) 
1959. 20. Rein, C.R.; Fleischmajer, R., and Rosenthal, A.R.: 
J.4.M.A. 165 :1821 (Dec. 7) 1957. 
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reaches 
all nasal and paranasal 
membranes 

systemically’ 


Pharmacologically balanced formula 
Sor prompt symptomatic relief 


* in nasal and paranasal congestion 
* in sinusitis and postnasal drip 

* in allergic reactions of the 

upper respiratory tract 


Triaminic*® is safer and more 
effective than topical medication 


> transported systemically to Each Triaminic timed-release Tablet provides: 


Phenylpropanolamine 50 mg. 
all respiratory membranes Pheniramine maleate................+...+-+-- 25 mg. 
* provides longer-lasting relief 
Dosage: 1 tablet in the morning, midafternoon and at 
* presents no problem of bedtime. In postnasal drip, 1 tablet at bedtime is usu- 
rebound congestion ally sufficient. 


Each timed-release Triaminic Juvelet® provides: ¥% the 
formulation of the Triaminic Tablet. 


Dosage: 1 Juvelet in the morning, midafternoon and 
at bedtime. 
Relief is prompt and prolonged because Each tsp. (5 ml.) of Triaminic Syrup provides: % the 


of this special timed-release action: of the 


* avoids “nose drop addiction” 


— Dosage (to be administered every 3 or 4 hours): 
fzst ~ the outer layer Adults —1 or 2 tsp.; Children 6 to 12 —1 tsp.; Chil- 


dissolves within 
aan * produce dren 1 to 6 — ¥% tsp.; Children under 1 — % tsp. 


3 to 4 hours of relief 1. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958. 
then — the core 2. Lhotka, F. M.: Illinois M. J.: 112:259 (Dee.) 1957. 
disintegrates to give 3 to 3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 


4 more hours of relief 


the leading oral nasal decongestant... 


& 
timed-release tablets and juvelets 


also non-alcoholic, fruit-flavored syrup 


SMITH-DORSEY - a division of The Wander Company « Lincoln, Nebraska 
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The first synthetic penicillin 
MAJOR THERAPEUTIC 


for general clinical use 


BLOOD LEVELS SAFER ORAL ROUTE IMPROVED 


TWICE AS HIGH PROVIDES HIGHER ANTIBIOTIC 
AS WITH BLOOD LEVELS THAN EFFECT FROM 
POTASSIUM INTRAMUSCULAR COMPLEMENTARY 


PENICILLIN V PENICILLIN G ACTION OF ISOMERS 


E 


ADVANTAGES ACCOMPANY MOLECULAR ASYMMETRY 


a 


POTASSIUM PENICILLIN-152 


ANTIBIOTIC REDUCED HAZARD MANY 
ACTIVITY OF SERIOUS STAPH STRAINS 
DIRECTLY ALLERGENICITY MORE 
PROPORTIONAL BY SAFER SENSITIVE TO 
TO ORAL DOSE ORAL ROUTE SYNCILLIN 
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ORIGIN OF A NEW 
SYNTHETIC PENICILLIN 


In March, 1957, Dr. John C. Sheehan of the Massachusetts Institute of Technology 
announced the total synthesis of penicillin from common raw materials, thus solving 
a problem which had baffled research workers for more than 15 years. Although total 
synthesis was not commercially practicable, this work, sponsored by Bristol Laboratories, 
made possible the subsequent synthesis of new penicillins not occurring in nature. Later 
scientists at Beecham Laboratories in England discovered that a key intermediate 
(6-aminopenicillanic acid) could be produced by a fermentation process. With these 
achievements, large scale production of synthetic penicillins became feasible. 

Organic chemists at Bristol then embarked upon an intensive program to develop better 
penicillins. Over five hundred were synthesized and underwent preliminary screening. 
Forty-six showed sufficient promise to warrant further investigation. Extensive micro- 
biological, pharmacological, and clinical screening indicated that one compound, 
SYNCILLIN, had advantages of major importance over other penicillins. 

SYNCILLIN is the N-acylation product of 6-aminopenicillanic acid and q-phenoxypropi- 
onic acid (the phenylether of lactic acid). It is freely soluble in water and remarkably 
resistant to decomposition by acid. The acid stability of SYNCILLIN is equivalent to that 
of penicillin V at pH 2 and pH 3 at 37° C.! 


SIGNIFICANCE OF MOLECULAR ASYMMETRY 
AND ISOMERIC COMPLEMENTARITY 


SYNCILLIN has a molecular configuration similar to penicillin V, but contains an addi- 
tional CH, group so positioned as to render the adjacent carbon atom asymmetric. (In 
the formulae below, the added CH; group is shown in blue and the asymmetric carbon 


atom in red.) As a result, SYNCILLIN occurs as a mixture of two isomers. 


Each isomer has been synthesized in essentially pure form and found to possess distinctive 
chemical and biological properties. The L-isomer is 2 to 17 times more active than the 
D-isomer against many of the organisms tested. As produced, SYNCILLIN is a mixture of 
the L-isomer and the D-isomer. As will be shown later, the antibiotic effect of the 
clinically available mixture, SYNCILLIN, is greater than either isomer alone against many 
organisms. This phenomenon is referred to here as isomeric complementarity. 


HO 


" 
#@=C-NH-CH-CH C POTASSIUM PENICILLIN V 
‘ 
CH-C-0-K 
é 
CH, O s 
D-Isomer -NH-CH-CH C(CHs)2 
! 
H —— CH-C-0-K 
SYNCILLIN 
L-lsomer -O- C-NH-CH-CH C (CH), 
! ! 
CH, Ppa CH-C-O-K 
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ISOMERIC COMPLEMENTARITY 
DEMONSTRATED IN VITRO 


The in vitro minimum inhibitory concentration (MIC) of sYNCILLIN and of each of its 
two component isomers was determined for a variety of common pathogens and labora- 
tory test organisms. As may be seen from Table 1, all three are highly effective against 
penicillin-susceptible staphylococci and against pneumococci, streptococci, gonococci, 
and corynebacteria; all are ineffective against Salmonella, E. coli, and other gram- 


negative coliform bacilli. 


SYNCILLIN Was more active against many of the test strains including some streptococci 
and staphylococci than either of its components. This demonstrates in vitro the phe- 


nomenon of isomeric complementarity. 


TABLE 1 


Minimum Concentrations of SYNCILLIN and Components 
Required to Inhibit a Wide Range of Bacteria 


Minimum Inhibitory Concentration (MIC) in Micrograms per Milliliter 


Bacillus anthracis 
Bacillus cereus 

Bacillus circulane ATCC 9961 
Corynebacterium xerosis 


*Di 


Escherichia coli ATCC 8739 

Gaffkya tetragena 

Micrococcus flavus 

Salmonella paratyphi A 

Saimonella tyshosa 

Sarcina lutea ATCC 10054 

Shigella sonnei 

Staphylococcus aureus 209P 

Staphylococcus aureus var. Smith 

Streptococcus agalactiae ATCC 1077 

Streptococcus dysgalactiae ATCC 9926 

Streptococcus faecalis PCI 1305 
*Strep pyog 203 
*Streptococcus pyogenes Digonnet 

Strep 2320 


ditution technique in heart mtusion broth serum added 
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ISOMERIC COMPLEMENTARITY 
CONFIRMED IN VIVO 


To determine the median curative dose (CD;,) mice were infected with 100 times the 


lethal dose of Staphylococcus aureus. Each penicillin being tested was administered intra- 


muscularly at the same time, and the dose required to cure half the animals determined. 


The greater effect of the mixture of the two isomers (SYNCILLIN) is shown in two 
independent experiments. (See Figure 1.) Note that isomeric complementarity is thus 


confirmed in vivo. 


Experiment 1 Experiment 2 


isomer 


MANY STRAINS OF STAPHYLOCOCCI 
MORE SENSITIVE T0 SYNCILLIN 


SYNCILLIN has been tested against a large number of strains of Staphylococcus aureus 


isolated from clinical sources. Many organisms resistant to potassium penicillin G and 


potassium penicillin V proved sensitive to SYNCILLIN. 


Wright performed sensitivity studies on 54 strains, the majority of which were resistant 


or moderately resistant to penicillin V and penicillin G. Thirty-two (60% ) of the strains 


were sensitive to SYNCILLIN, approximately twice as many as with the other penicillins. 


(See Figure 2.) In two-thirds of the isolates, SYNCILLIN produced inhibition at concentra- 


tions lower than those required for either of the other antibiotics. One strain was more 


sensitive to penicillin G. 


FIGURE 2 — Jn Vitro Sensitivity of 54 Strains of Coagulase-Positive 
Staphylococcus aureus from Clinical Sources 

2 100 
A 
S 25 

a 

Completely Susceptible Moderately Resistant Resistant 
z SYNCILLIN Potassium Penicillin V Potassium Penicillin G 


SY NCILLIN 
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Of equal interest are the findings of White.* Six penicillin-resistant strains of staphylococci 
were isolated from hospital infections. None was sensitive to potassium penicillin V. All 


were sensitive to SYNCILLIN. (See Figure 3.) 


FIGURE 3 
Minimum Concentrations of SY NCILLIN Required to Inhibit 
Hospital Strains of Staphylococcus aureus Resistant to Potassium Penicillin V 


Phage Type 47/53/75 80/81 47/75 80/81 52a 53/54 
Strain Number c605 d262 502 c872 c585 tl197 


“Minimum Inhibitory Concentration (MIC) Micrograms per ml Mmm SYNCILLIN Mim Potassium Penicillin V 


The efficacy of SYNCILLIN against the type 80/81 Staphylococcus (dangerous and wide- 
spread in hospitals) is worthy of special attention. 

The complementary action of the component isomers is also seen with strains of staphylo- 
cocci resistant to penicillins. Note that SYNCILLIN is more effective than either isomer 
against strains 52-34 and WR 188. (See Figure 4.) Against all three strains, SYNCILLIN is 


effective at concentrations below serum levels, while penicillins V and G are ineffective. 


FIGURE 4 
Minimum Inhibitory Concentrations (MIC) for Coagulase-Positive 
Penicillin-Resistant Strains of Staphylococcus aureus 


Staphylococcus aureus— strain no. 52-34 


MIC (mcg/ml.) 30 


strain no. 52-7 Staphylococcus aureus— strain no.WR 188 


Isomeric complementarity has thus been demonstrated for: 

—— certain penicillin-susceptible streptococci, staphylococci 
and corynebacteria in vitro (Table 1) 

—— penicillin-susceptible staphylococci in vivo (Figure 1) 


—— penicillin-resistant staphylococci in vitro (Figure 4) 
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ISOMERIC COMPLEMENTARITY 
SHOWN BY REDUCED RATE OF 
INACTIVATION BY PENICILLINASE 


Bacterial resistance to penicillin has been attributed to the action of penicillin-inactivating 
enzymes produced by the invading organisms.* As shown in Figure 5, SYNCILLIN is less 
affected by staphylococcal penicillinase than either of its component isomers — a further 
demonstration of isomeric complementarity. Further, SYNCILLIN is shown to be less 


inactivated by this enzyme than penicillin V and penicillin G. 


Resistance to SYNCILLIN develops in a slow, step-wise manner characteristic of other 


penicillins, in contrast to the usually rapid development of resistance to streptomycin. 


| FIGURE 5—Effect of Staphylococcal Penicillinase on Different Penicillins 


; 0 25 50 75 100 
D Isomer T T 
L-lsomer 

SYNCILLIN 

Potassium Penicillin V 


Per cent inactivation in one hour 


ANTIBIOTIC ACTIVITY DIRECTLY 
PROPORTIONAL TO ORAL DOSAGE 


Cronk® studied blood levels after administering varying amounts of SYNCILLIN. (Figure 
6.) Total antibiotic activity (obtained by measuring areas under curves with a planimeter) 
increases rapidly as the dose is doubled. These data show that increased dosage markedly 
increases serum concentration and thus may enhance the drug’s effectiveness. 


FIGURE 6 
Serum Levels With Varying Dosage Antibiotic Activity With Varying Dosage 
“Scale units of area under curve of blood levels 
as measured by planimeter. 


Average Serum Concentrations (mcg/mi.) 
Area under Blood Level Curve (Sca's Units) 
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BLOOD LEVELS TWICE AS HIGH AS WITH 
POTASSIUM PENICILLIN V AFTER ORAL 


ADMINISTRATION 


Wright® performed comparative crossover blood level 
studies on volunteer subjects receiving equivalent 
amounts of potassium penicillin V and syNCILLIN. 
The peak concentrations attained during the first 
hour after administration were twice as high with 


SYNCILLIN., 


The total antibiotic activity as measured by the area 
under the curves (see Figure 7) indicates an almost 
2 to 1 superiority of SYNCILLIN (1606) over potas- 
sium penicillin V (860). 


The higher blood levels may be of value with organ- 
isms of only moderate penicillin-sensitivity where 
doubling the blood concentration may be essential 
for effective bactericidal action. In addition these 
higher levels may be necessary where there is infec- 
tion in areas with a poor blood supply.* Under these 
circumstances a higher blood concentration may 
provide the increased diffusion pressure required to 


deliver adequate amounts to the tissue. 


BLOOD LEVELS 
MUCH HIGHER 
THAN WITH 
INTRAMUSCULAR 
PENICILLIN G 


In addition, blood levels attained with oral sYNCILLIN® 
are much higher than those with intramuscular pen- 
icillin G.8«.» (See Figure 8.) Note that the level at 
one hour for SYNCILLIN (3.8 mcg./ml.) is more than 
twice as high as with procaine penicillin G, even 
when reinforced with potassium penicillin G (1.6 
mcg./ml.). Since penicillins are bactericidal, these 
intermittent high serum levels can be clinically sig- 
nificant. Thus, SYNCILLIN offers the promise of 


superior efficacy via the safer oral route. 


FIGURE 7 


20 Subject Crossover 
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Potassium Penicillin V 
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FIGURE 8—Serum Levels after Oral 
Administration of SYNCILLIN (250 mg.) and after 
Intramuscular Injection of Penicillin G 


40 


Average Serum Concentrations (mcg./ml.) 


= SYNCILLIN 
(400,000 units) 
20 Patients 


== Procaine Penicillin G 
(600,000 units)— 
9 Patients 


== Procaine Penicillin G 
(600,000 units) + 
Potassium Penicillin G 
(400,000 units)— 
14 Patients 
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REDUCED HAZARD OF SERIOUS 
ALLERGENICITY BY SAFER ORAL ROUTH 


SYNCILLIN has been administered in multiple doses to 437 patients and volunteers. One 
patient developed itching during therapy, possibly an allergic side effect. Another had a 
purpuric rash, but no relationship to SYNCILLIN was established. No reactions were 
observed in 9 patients with a known history of sensitivity to penicillin. 


While the above data suggests the possibility of reduced allergenic hazard, no definite 
conclusions may be drawn at this time. The usual precautions for oral penicillin therapy 
should be observed. Patients with histories of asthma, hay fever, urticaria, or previous 
penicillin-sensitivity should especially be watched carefully. Since syNCILLIN is admin- 


istered orally, it may be expected to be safer than parenteral penicillin. 


As Flippin® recently stated, “... it is well established that serious allergy to the drug 
[penicillin] is most likely to occur following parenteral administration, especially after 
repeated intramuscular injections; the oral route is least likely to initiate severe hyper- 
sensitivity reactions. This can be explained partly by the fact that when reactions develop 
following oral medication, they are usually slow enough to treat symptomatically; thus 
the progression of the reaction can usually be interrupted.... In view of the relatively 
high incidence of severe allergy to injectable penicillin, it would seem advisable to employ 
oral penicillin routinely, except in the control of infections involving the blood stream, 
endocardium, meninges, etc., in which cases the parenteral route remains the preferred 


treatment.” 


SYNCILLIN, like other penicillins, is essentially free of other toxicity. No hematopoietic, 
hepatic, or renal toxicity was observed in 210 volunteers receiving | gm. daily for 2 to 3 


weeks.!° 


CLINICAL EFFICACY DEMONSTRATED 
IN PENICILLIN-SENSITIVE INFECTIONS 


Clinical trials conducted by Blau and Kanof,!! White,!* Prigot,'* Robinson,!* Dube,!® 
Ferguson,'® Rutenburg,'? Richardson,'* Bunn,'® Cronk,® Kligman,!® and Yow 7° dem- 
onstrated the efficacy of SYNCILLIN in a variety of streptococcal, staphylococcal, pneumo- 
coccal, and gonococcal infections. Conditions treated included respiratory, skin, soft 
tissue, wound, and chronic urinary tract infections; acute gonorrhea; cellulitis; septicemia; 
otitis media; gingivitis; and Vincent’s angina. In a few patients SYNCILLIN was used for 
rheumatic fever or gonorrheal prophylaxis. 

One hundred seventy-two of one hundred ninety-six patients responded favorably to 
SYNCILLIN. The failures included 1 patient with pustular dermatoses, 10 elderly patients 
with chronic urinary tract infections, 1 patient with gonorrhea, 1 patient with a gram- 
negative infection, and 10 patients with staphylococcal infections. Lack of response of 
staphylococcal infections was attributed to the presence of resistant organisms or local 


suppurative foci requiring drainage. 
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Relatively few side effects were encountered. One patient experienced moderate itching 
of the skin which was controlled by an antihistamine. Another reported pruritus ani 
which did not interfere with therapy. Diarrhea occurred in 4 instances. There was one 
purpuric rash, but no relationship to SYNCILLIN could be established. 


Clinical response usually begins within 24 hours in infections susceptible to SYNCILLIN. 
Recovery occurs in 4 to 7 days depending upon the severity of the infection. Gonorrheal 
infections respond very promptly to SYNCILLIN; 500 mg. b.i.d. for two days usually 


produce bacteriologic cures. 


IMPROVED ANTIBIOTIC EFFECT FROM 
COMPLEMENTARY ACTION OF ISOMERS 


SYNCILLIN is a mixture of isomers. The L-isomer is 2 to 17 times more active than the 
D-isomer against many of the organisms tested. Furthermore, the D- and L-isomers 
have other distinguishing chemical, pharmacological, and microbiological properties. 
Their in vivo and in vitro activities differ for many important pathogens. Against many 
of the organisms tested, the combination of isomers (SYNCILLIN) is much more active 
than the stronger isomer alone. This phenomenon of isomeric complementarity is not 


always demonstrable, for in a few instances SYNCILLIN is slightly less active. 


Isomeric complementarity has previously been demonstrated in vitro (Figure 4) and 


in vivo (Figure 1). Figure 9 reveals a third form of superiority related to isomeric com- 


plementarity. Equal concentrations of SYNCILLIN and penicillin V were required to inhibit 
this growth of staphylococci in vitro. But, in vivo, a much smaller amount of SYNCILLIN 
(one-third that of penicillin V) was effective in an experimental infection with the same 
strain. These observations on complementary action indicated the advantage of producing 
the mixture of isomers as the medication to be made available for clinical therapy. 


FIGURE 9— Comparison of CD, and MIC Values Against Staphylococcus aureus (var. Smith) 


L-Isomer 
SYNCILLIN 
Potassium Penicillin V 
050 
Isomeric complementarity has thus been demonstrated for: 
—— certain penicillin-susceptible streptococci, staphylococci 
and corynebacteria in vitro (Table 1) 
—— penicillin-susceptible staphylococci in vivo (Figures I] and 9) 
—— penicillin-resistant staphylococci in vitro (Figure 4) 


—— staphylococcal penicillinase antibiotic inactivation (Figure 5) 
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Indications: 
SYNCILLIN is recommended in the treatment of infections caused by pneumococci, strep- 


tococci, gonococci, corynebacteria, and penicillin-sensitive staphylococci. In addition, 
SYNCILLIN is effective against certain strains of staphylococci resistant to other penicillins. 


SYNCILLIN, like other oral penicillins, is not recommended at the present time in deep- 


seated or chronic infections, subacute bacterial endocarditis, meningitis, or syphilis. 


Dosage: 
125 mg. or 250 mg. three times daily, depending on the severity of infection. Larger 
doses (e.g., 500 mg. t.i.d.) may be used for more severe infections. SYNCILLIN may be 


administered without regard to meals. 


Beta hemolytic streptococcal infections should be treated with syNCILLIN for at least 


ten days. 


Precautions: 

While present data suggest the possibility of reduced allergenic hazard, no definite conclu- 
sions may be drawn at this time. Therefore the usual precautions with oral penicillin 
therapy must be observed. Patients with histories of asthma, hay fever, urticaria, or pre- 


vious reactions to penicillin should be watched with special care. 


Diarrhea has been reported occasionally following heavy dosage. If this occurs, the 


interval between dosages should be lengthened. 
If superinfection occurs during therapy, appropriate measures should be taken. 


Since some strains of staphylococci are resistant to SYNCILLIN as well as to other penicillins, 
cultures and sensitivity tests should be performed where indicated by clinical judgment. 
As is true with all antibiotics, clinical response does not always correlate with laboratory 


bacterial sensitivity reports. 


Supply: 
125 and 250 mg. tablets, bottles of 25 and 100. 125 mg. powder for oral solution, 60 ml. vials. 


References: 1. Lein, J.: Microbiology report to Bristol Laboratories Inc. 2. Wright, W. W.: Microbiology report to Bristol Labora- 
tories Inc. 3. White, A. C.: Microbiology report to Bristo! Laboratories Lnc. 4. Dubos, R. J.: Bacterial and Mycotic Infections of 
Man, 3rd edition, Philadelphia, J. B. Lippincott Co., p. 690. 5. Cronk, G. A.: Clinical report to Bristol Laboratories Inc. 6. Wright, 
W. W.: Clinical report to Bristol Laboratories Inc. 7. Kass, E. H.: Am. J. Med. 18:764 (May) 1955. 8a. White, A. C.; Couch, R. A.; 
Foster, F.; Calloway, J.; Hunter, W., and Knight, V.: in Weich, H. and Marti-Ibafiez, F.: Antibiotics Annual — 1955-1956, Medical 
Encyclopedia, Inc., New York, 1956, p. 490. b. Data on file — at Bristol Laboratories. 9. Flippin, H. F.: Pennsylvania M. J. 62:864 
(June) 1959. 10. Kligman, A.: Clinical report to Bristol | aboratories Inc. 11. Blau, S., and Kanof, N.: Clinical report to Bristol 
Laboratories Inc. 12. White, A. C.: Clinical report to Bristo! Laboratories Inc. 13. Prigot, A.: Clinical report to Bristol Laboratories 
Inc. 14. Robinson, C.: Clinical report to Bristol Laboratori¢s Inc. 15. Dube, A. H.: Clinical report to Bristol Laboratories Inc. 16. 
Ferguson, B.: Clinical report to Bristol Laboratories Inc. 17. Rutenburg, A. M.: Clinical report to Bristol Laboratories Inc. 18. Rich- 
ardson, J. H.: Clinical report to Bristol Laboratories Inc. 19. Bunn, P. A.: Clinical report to Bristol Laboratories Inc. 20. Yow, 
E. M.: Clinical report to Bristol Laboratories Inc. 
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n the alcoholic scene 


ene 
Vi sta il quiets agitation 


hydroxyzine pamoate 


an efficient and convenient means of dealing with the prob- 
lem of acute agitation in alcoholic intoxication . . . important 
was the absence of noticeable respiratory depression... .” 


Miller, R. F.: Clin. Rev. 1:10 (July) 1958 


Capsules—25, 50, and 100 mg. Pfizer Laboratories 

Parenteral Solution (as the HCl)— 25 mg. per cc., Division, Chas. Pfizer & Co., Inc. 
10 cc. vials and 2 cc. Steraject® Cartridges; Brooklyn 6, New York 

50 mg. per cc., 2 cc. ampules. Pfizer) Science for the world’s well-being» 
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more closely approaches the ideal diuretic j™ 


“When compared to other members of this heterocyclic group 
of compounds, this drug [NATURETIN] shows a significantly in- 
creased natriuresis and decreased loss of potassium and bicar- 


fi 

bonate. In this respect it more closely approaches a natural or 
. ‘ideal diuretic.’ It is effective upon continuous administration and 

causes no significant serum biochemical changes. It is effective 
a in a wide variety of edematous and hypertensive states and 
4 represents a significant advance in diuretic therapy.” Ford, R.V.: 
: ace Pharmacological observations on a more potent benzothiadiazine 
Squibb Benzydroflumethiazide diuretic; accepted for publication by the American Heart Journal. 


Comparison of electrolyte excretion pattern for the 24 hours following 
typical doses of chlorothiazide, hydrochlorothiazide, and Naturetin! 
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Typical Doses: Chlorothiazide —1,000 mg.; Hydrochlorothiazide — 50 mg.; Naturetin (Benzydroflumethiazide) —5 mg. aS 
1. Adapted from: Ford, R. V., Squibb Clin. Res. Notes 2:1 (Dec) 1959. ~ 
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A single 5 mg. tablet once a day 
provides all these advantages’ 


© prolonged action — in excess of 18 hours 
® convenient once-a-day dosage 
low daily dosage — more economical for the patient 
no significant alteration in normal electrolyte excretion pattern 


° 

@ repetitively effective as a diuretic and antihypertensive 
® greater potency mg. for mg.—more than 100 times as potent as chlorothiazide 
& 


potency maintained with continued administration 
o low toxicity — few side effects — low salt diets not necessary 


© comparative studies with chlorothiazide, hydrochlorothiazide, and Naturetin 
disclose that smallest doses of Naturetin produce greater weight loss per day 


@ in hypertension, Naturetin, alone or in combination with other anti- 
hypertensives, produces significant decreases in mean blood pressure 
and other favorable clinical effects 


® purpura and agranulocytosis not observed 


@ allergic reactions rarely observed 
*Reports (1959) to the Squibb Institute for Medical Research. 


Naturétin — Indications: in control of edema when diuresis is required, in congestive heart failure, 

in the premenstrual syndrome, nephrosis and nephritis, cirrhosis with ascites, edema induced by drugs 
(certain steroids); in the management of hypertension, used alone, combined with Raudixin (Squibb 
Rauwolfia Serpentina Whole Root), or with other antihypertensive drugs, such as ganglionic blocking agents. 
Contraindications: none, except in complete renal shutdown. 

Precautions: when Naturetin is added to an antihypertensive regimen including hydralazine, 

veratrum, and/or ganglionic blocking agents, immediate reduction must be made in the dosage for all 
preparations; the dosage for ganglionic blocking agents must be decreased by 50% to avoid a precipitous 
drop in blood pressure. This also applies if these hypotensive drugs are added to an established Naturetin 
regimen . . . in hypochloremic alkalosis with or without hypokalemia . . . in cirrhotic patients or those on 
digitalis therapy when reductions in serum potassium are noted . . . in diabetic patients or those 
predisposed to diabetes . .. when increased uric acid concentrations are noted .. . when signs— “YD 
leg or abdominal cramps, pruritus, paresthesia, rash — suggestive of hypersensitivity, are noted. 


Naturétin — Dosage: in edema, average dose, 5 mg., once daily, preferably in the 
morning; to initiate therapy, up to 20 mg., once daily or in divided doses; for 
maintenance, 2.5 to 5.0 mg., daily in a single dose. /n hypertension: suggested 
initial dose, 5 to 20 mg. daily; for maintenance, 2.5 to 15 mg. daily, depending 
on the individual response of the patient. When Naturetin is added to an anti- 
hypertensive regimen with other agents, lower maintenance doses of each I 
drug should be used. - Squibb Quality— 
the Priceless 
Naturétin — suppiied: tablets of 2.5 mg. and 5 mg. (scored). Ingredient 


AND “‘NATURETIN’ ARE SQUIBB TRADEMARKS. 


; 
| 
4 
: 
> 
‘ 
* 


tup 


ing 


iety pushi 


a 


SERPASI 


go down 


makes 


no irritating crystals - uniform concentration in each drop’ 


STERILE OPHTHALMIC SOLUTION 


NEO-HYDELTRASOL 


PREONISOLONE 21-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


‘The solution of prednisolone has the 
advantage over the suspension in that no 
crystalline residue is left in the patient's 
cul-de-sac or in his lashes. ... The other 
advantage is that the patient does not have to 
shake the drops and is therefore sure of 
receiving a consistent dosage in each drop.''? 


1. Lippmann, O.: Arch. Ophth. 57:339, March 1957 

2. Gordon, D.M.: Am. J. Ophth. 46:740, November 1958. 
supplied: 0.5% Sterile Ophthalmic Solution NEO- 
HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
Ophthalmic Solution HYDELTRASOL”. In 5cc. and 2.5 cc 
dropper vials. Also available as 0.25% Ophthalmic 
Ointment NEO-HYDELTRASOL (with neomycin sulfate) 
and 0.25% Ophthalmic Ointment HYDELTRASOL. 

In 3.5 Gm. tubes. 


HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., INC. 


Qeper SHARP & DOHME Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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NICOZOKX 


ORIGINAL FORMULA 
The ideal cerebral tonic and stimulant for the aged. 
NICOZOL contains pentylenetetrazo!l 


NICOZOL therapy (the original formula) affords peepee 
prompt relief of apathy. Patients generally look cea nd hostility: 
better, feel better; become more cooperative, or agitation a : 
A cheerful and easier to manage. NICOZOL with reserpine Tablets 
No dangerous side effects. Supply: Capsules « Elixir Px 


DRUG Write for professional sample and literature. see 
Page 666 : 
Speciattios ) WINSTON-SALEM 1, NORTH CAROLINA 


1 
} 
| | 
| 
AW 
‘| 
| | 
| 


DERONIL 


dexamethasone 


steroid potential confirmed and 
fully realized in bronchial asthma 
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QUALITY / RESEARCH / INTEGRITY 


V-CILLIN K —twice the blood levels of oral potassium penicillin G 


Infections resolve rapidly with V-Cillin K. All patients absorb this oral 
penicillin and show therapeutic blood levels with recommended doses. The 
high blood levels of V-Cillin K also offer greater assurance of bactericidal 
concentration in the tissues—a more dependable response. 


Dosage: 125 or 250 mg. three times daily. Supplied as scored tablets of 125 
and 250 mg. (200,000 and 400,000 units). 


also available 
V-Cillin K, Pediatric: A taste treat for young patients. In bottles of 40 and 
80 cc. Each 5-cc. teaspoonful provides 125 mg. of V-Cillin K. 


V-Cillin K® (penicillin V potassium, Lilly) 


ELI LILiY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
033208 
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The Choice of Surgical Procedures In The 


Treatment of Chronic Pancreatitis 


F. M. SIMMONS PATTERSON, M.D., F.A.C.S. 
NEW BERN 


The multiplicity of surgical procedures 
that have been advocated in the manage- 
ment of chronic pancreatitis suggests that 
the underlying pathologic condition is not 
factors may be varied, that the same oper- 
ation is not indicated in every case, and 
the same in every case, that the etiologic 
that no one procedure is always successful. 
These surgical procedures differ in their 
objectives, result in different physiologic 
changes, and give varying clinical results. 

We are sure of one fact: Chronic pan- 
creatitis is a definite disease entity, and 
treatment should be instituted early before 
a loss of pancreatic function occurs. If re- 
current episodes of pancreatitis continue 
without appropriate surgical management, 
marked changes will occur in the pancre- 
atic parenchyma with resulting internal 
and external pancreatic insufficiency. If 
the pathologic process within the gland pro- 
gresses to the so-called “burnt out’ phase, 
the clinical picture of intolerable pain, 
weight loss, malnutrition, alcoholism, drug 
addiction, diabetes and even psychosis may 
result. 

It is true that medical management can 
be of some value when complications such 
as diabetes, steatorrhea and malnutrition 
are present, but as Duval''’ has _ stated, 
“time and experience have shown that 
there is no known method of controlling 
chronic pancreatitis without surgery.” 


Etiologic Factors 


It is important to review the etiologic 
factors involved in chronic pancreatitis, be- 
cause if the significant causative factor in 
each case can be determined, the surgical 
objective can be better visualized and the 


appropriate surgical procedure can be more 
intelligently selected. 


There are many theories concerning the 
pathogenesis of chronic pancreatitis, but 
certain ones stand out because of the data 
that support them and the sound reasoning 
on which they are based. The most impor- 
tant are (1) the “common channel” theory, 
(2) obstruction to the outflow of pancre- 
atic secretion, and (3) stimulation of pan- 
creatic secretion. 


The “common channel” theory is based 
on the concept that pancreatitis results 
from a reflux of bile into the pancreatic 
ducts. For this to occur, the bile and pan- 
creatic ducts must join above the ampulla 
of Vater, thus forming a so-called common 
channel’. 


The proponents of this theory believe 
that when the bile enters the pancreatic 
ducts under pressure, acinar rupture oc- 
curs. The bile then initiates an inflamma- 
tory reaction in the pancreatic parenchyma, 
resulting in pancreatis. It is true that 
chronic pancreatitis develops in many in- 
dividuals who do not have this common 
channel, and therefore this theory cannot 
explain the pathogenesis of every case. 


Obstruction to the outflow of pancreatic 
secretion may be due to any of the fcllow- 
ing factors: 

1. Congenital abnormalities of the ductal 
system of the pancreas 

2. Impacted stones in either or both of 
the pancreatic ducts 

3. Hyperplasia of the epithelium of the 
pancreatic ducts 

4. Edema or spasm of the sphincter of 
Oddi 
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5. Impacted stone in the lower portion 
of the common duct near the sphincter of 
Oddi 


6. Tumor in the region of the ampulla of 
Vater 


7. Distal compression of the common 
duct by an enlarged head of the pancreas 

8. Certain drugs which cause muscle 
spasm and temporary obstruction at the 
ampulla. 

Experimentally, chronic pancreatitis has 
been produced by gradual occlusion of the 
pancreatic duct by the injection of a fibro- 
genic substance under the serosa of the 
duct‘*’. One or more of the above mentioned 
factors in ductal obstruction have been 
found in operation on patients with chronic 
pancreatitis, and these patients usually ex- 
perience relief of symptoms when better 
drainage of pancreatic secretions has been 
provided’*), Against this theory is the 
known fact that ligation of the pancreatic 
duct in experimental animals produces 
atrophy of the pancreas without pancre- 
atitis. 

There is evidence, mostly experimental, 
that an attack of pancreatitis may be in- 
duced when pancreatic secretion is greatly 
stimulated). Shingleton‘® believes that an 
increase in pancreatic secretion is an im- 
portant etiologic factor only when partial 
or total obstruction to the free flow of pan- 
creatic juice also exists. The latter opinion 
has been substantiated in experimental an- 
imals. 

Many other theories such as trauma to 
the pancreas, interference with pancreatic 
blood supply, infection, and alcoholism 
have been advanced, with substantial sup- 
port in individual cases. 

Thus it is obvious that a surgeon will 
not find the same etiologic factor in every 
case of chronic pancreatitis. As Priestley'”’ 
has aptly stated: “The problem i. sides 
with the surgeon to determine as accu ‘ate- 
ly as possible the primary cause of the 
disease in each individual patient and then 
direct his efforts accordingly. The success 
or failure of the surgical treatment of the 
individual with chronic pancreatitis will 
then depend on whether the etiological fac- 
tor responsible for pancreatitis was not re- 
lieved at all, was partially or completely 
relieved, or whether the relief was tempor- 
ary or permanent.” 
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Based on the etiologic theories mentioned 
above, the different surgical procedures 
employed in the treatment of chronic pan- 
creatitis may be grouped into the following 
categories: 

1. Procedures on the biliary tract 
2. Procedures to decrease pancreatic secre- 
tion 
3. Direct procedures on the pancreas 
4. Procedures designed primarily for the 
relief of pain 

Procedures on the Biliary Tract 

At least 331/3 per cent of patients with 
chronic pancreatitis have an associated 
disease of the biliary tract'’’. Corrective 
surgery of the biliary tract will supposedly 
control] the attacks of pancreatitis in from 
40 to 90 per cent of cases'’’. Therefore, it 
is very important that any abnormal con- 
dition of the biliary tract be corrected at 
the time of the initial operation. 
Cholecystectomy and choledochostomy 

In the correction of any disease of the 
biliary tract, the most frequently employed 
procedures are removal of a diseased gall- 
bladder which contains stones, plus remov- 
al of stone or stones from the common 
duct. In some cases this is all that is re- 
quired to relieve the patient and prevent 
future attacks of pancreatitis. 
Sphincterotomy 

This operation, which consists of section- 
ing the sphincter of Oddi, is based on the 
concept that, due either to fibrosis or spasm 
of the sphincter of Oddi, a reflux of bile 
into the pancreatic duct occurs, with re- 
sultant pancreatitis. This concept must be 
based on three premises'‘*? : 

1. That the bile and pancreatic ducts join 
above the ampulla of Vater. Doubilet 
and Mulholland‘*’ found this to be true 
in 396 out of 400 cases. 

2. That because of an increase in tonicity 
of the sphincter of Oddi, the biliary 
and pancreatic ducts are converted into 
a common passageway, allowing bile 
to be retrojected inte the pancreatic 
duct. 

3. That section of the sphincter of Oddi 
will halt the progress of the disease. 
Doubilet'*’ obtained good results in 90 
per cent of the patients with chronic 
pancreatitis on whom he _ performed 
this procedure. The results of many 
other surgeons have been less encour- 


aging. 
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Many techniques have been advocated for 
section of the sphincter of Oddi. The oper- 
ation may be done transduodenally or 
through the common duct. If the transduo- 
denal approach is used, the technique may 
range from simple incision of the sphincter 
without the use of sutures, to the actual ex- 
cision of a wedge-shaped portion of the 
sphincter. If the operation is done through 
the common duct, a special instrument is 
usually necessary. Some advocate that the 
sphincter be sectioned for a distance no 
greater than 8-10 mm. so that the circular 
muscle of the duodenum will not be cut. 
Others say that this precaution is unneces- 
sary. 

It has been advocated that a pancreato- 
gram be done after the sphincter has been 
sectioned‘*). A small plastic tube is inserted 
into the duct of Wirsung for several inches. 
About 10 ce. of radiographic solution is in- 
jected slowly through the tube over a five- 
minute period. X-ray films are taken during 
the injection of the last 2 cc. of the solu- 
tion. Any existing obstruction must be re- 
lieved. If the pancreatic duct is dilated, or 
if the pancreas has been incised to remove 
stones, the plastic tube is left in the duct 
for drainage. The progress of the inflam- 
mation can be followed by repeated pan- 
creatograms. 

This operation alone is ineffectual] if the 
pancreatic ducts are partially or totally ob- 
structed. Also, it is of little value in alco- 
holics and those who persist in eating fat- 
ty foods. 


Biliary-intestinal anastomosis 

When obstruction exists in the region of 
the ampulla of Vater, many surgeons pre- 
fer some type of biliary-intestinal anasto- 
mosis to sphincterotomy. This operation is 
also predicated on the theory that the re- 
gurgitation of bile due to an obstruction in 
the region of the ampulla is the main etio- 
logic factor in chronic pancreatitis. 

A Roux-en-y choledochojejunostomy is 
probably the most widely advocated type of 
biliary-intestinal anastomosis used in these 
cases. Bowers‘) reported excellent results 
in 16 out of 17 cases of chronic pancreatitis 
in which he employed this procedure. The 
technical steps in the operation include di- 
vision of the jejunum, division of the com- 
mon duct, cholecystectomy if the gallblad- 
der remains, an anastomosis between the 
upper end of the common duct and the 
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lower end of the jejunum, an end-to-side 
jejunojejunostomy, and the insertion of a 
T tube into the common duct. 

The main disadvantages of this operation 
are (1) that it necessitates dividing the 
common duct, and (2) that a stricture of 
the choledochojejunal anastomosis may oc- 
cur. Another objection is that although 
this operation does sidetrack the flow of 
bile and prevent reflux into the pancreatic 
ductal system, it does not reduce pressure 
within the system‘*). 

Some surgeons prefer a side-to-side anas- 
tomosis between the common duct and the 
duodenum. Womack‘®’ states that this oper- 
ation has given adeouate drainage of the 
common duct, and that he and his associates 
have resorted to it because of their disap- 
pointment with the results of sphincter- 
otomy. 


Procedures Desiqned to Decrease 
Pancreatic Secretion 

As mentioned previously, it has been 
shown that an attack of pancreatitis may 
be induced when pancreatic secretion is 
greatly stimulated. We know that the ex- 
ternal secretion. of the pancreas is under 
both neural and hormonal control. Vagal 
nerve stimulation causes an increased out- 
put of pancreatic juice, and vagal inhibi- 
tion causes the opposite effect’. In 1901 
Bayliss and Starling” discovered that se- 
cretin, which is elaborated in the duodenum 
and upper smal] intestine, has a stimulating 
effect on the output of pancreatic juice. In 
the digestive process, when food enters the 
stomach, a reflex vagal stimulation of pan- 
creatic juice occurs, and when acid chyme 
enters the duodenum, secretin is elaborated 
and pancreatic secretion is further stimu- 
lated‘). 

Based on these physiologic facts, the fol- 
lowing operations have been advocated in 
an effort to decrease the output of pancre- 
atic juices: 

1. Vagotomy"? 

2. Vagotomy and gastroenterostomy 
3. Vagotomy and subtotal gastrectomy?) 
4. Subtotal gastrectomy 

Definite logic underlies these operations, 
but most surgeons who have used them 
have reported disappointing results. 

The opinion has been expressed that gas- 
trointestinal diversion should be performed 
in chronic pancreatitis only when there is 
some co-existent disease of the stomach and 
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duodenum which in itself warrants diver- 
sion'?*), 


Direct Operations on the Pancreas 

In recent years direct operations on the 
pancreas have been employed more and 
more frequently in the management of 
chronic pancreatitis. The necessity for this 
direct approach is based upon the finding 
of partial or complete obstruction of the 
duct of Wirsung, the duct of Santorini, or 
both, in a large percentage of patients with 
chronic pancreatitis. 


Pancreatolithotomy 

Stones in the pancreatic ducts may be dem- 
onstrated by preoperative x-ray examina- 
tion, by palpation of the gland at operation, 
or by pancreatograms. If stones are demon- 
strated in the ducts, they should be re- 
moved. The stones are usually multiple 
and may cause several areas of obstruction. 
In some cases incision of the duct and re- 
moval of the stone may be all that is nec- 
essary to give complete relief. As a rule, 
however, unless pancreatolithotomy is com- 
bined with other maneuvers to relieve the 
obstruction, it has very little to offer in the 
management of chronic pancreatitis. 

Pancreatolithotomy may be performed in 
one of two ways): 

1. By direct incision of the pancreas over 
the stone followed by suture of the in- 
cised area. 

2. By transduodenal approach when a 
stone is present in the duct of Wirsung 
near the ampulla. After the stone has 
been removed the pancreatic ducts are 
probed, the gland is carefully palpated, 
and a pancreatogram is performed to 
rule out the possibility of other stones 
being present. 


Transduodenal exploration and 
dilatation of the pancreatic ducts 

This operation has been advised for pa- 
tients with moderately advanced chronic 
pancreatitis in whom it is felt that more 
radical procedures are neither justifiable 
nor necessary“*’?. In this operation, after 
adequate mobilization of the duodenum and 
head of the pancreas, the common duct is 
opened and an anterior duodenostomy per- 
formed. A sphincterotomy is then done. The 
ostium of the duct of Wirsung is identified, 
and a probe is inserted into the main pan- 
creatic duct. If obstruction is met, the os- 
tium is further incised. The point of ob- 
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struction may be relieved by dilatation with 
a Bakes dilator. Many surgeons oppose this 
measure, however, because of the possibil- 
ity of residual scarring and contraction of 
the duct. In many cases, pancreatic stones 
will be encountered distal to the point of 
obstruction and can be easily removed. 
Small stones can be removed by irrigation 
of the duct with saline. The duct of San- 
torini should also be explored, particularly 
in those cases where there is obvious pan- 
creatic obstruction but no obstruction in the 
duct of Wirsung. Both ducts may be ob- 
structed in diffuse calcification of the head 
of the pancreas. 


Retrograde surgical drainage 
of the pancreas 

In those patients who have chronic pan- 
creatitis without a concomitant disease of 
the biliary system, it has been found, as 
mentioned previously, that usually the pan- 
creatic ductal system is obstructed. Several 
operations have been devised to relieve the 
obstruction by internal drainage of the 
pancreas, 

Pancreaticojejunostomy: Probably the 
simplest method for decompressing an ob- 
structed ductal system is the creation of an 
internal pancreatic fistula from the tail of 
the pancreas to the small intestine by means 
of a Roux-en-y pancreaticojejunostomy. It 
has been demonstrated that pancreatic 
juice can flow toward the tail of the pan- 
creas as well as toward the head‘'”’, Thus 
decompression of the ductal system can be 
achieved satisfactorily via the tail of the 
pancreas. 

Before making the decision to perform 
this particular operation, tran- 
sects the tail of the pancreas and injects a 
70 per cent solution of Diodrast through 
a cannula inserted into the main pancreatic 
duct. If there is roentgen evidence of ob- 
struction to the flow of bile into the duo- 
denum, or if an enlarged, dilated or tor- 
tuous duct exists, pancreaticojejunostomy 
is performed. In 1957 DuVal‘’”) reported 
26 patients with chronic pancreatitis who 
were treated by this operation. Three years 
following surgery all patients had gained 
weight and felt improved. In 1958 Jordan 
and Howard"'®) reviewed the literature and 
found 57 cases of patients with chronic 
pancreatitis who were treated by caudal 
pancreaticojejunostomy. Good results were 
reported in 75 per cent of the cases. In 
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their own series of 7 cases thus treated, 
satisfactory results were obtained in only 
2. This is the procedure preferred by Wo- 
mack and his associates'*'. They advocate 
excising the tail of the pancreas and a con- 
siderable portion of the body of the pan- 
creas before performing the anastomosis. 
In this manner the volume of external se- 
cretion is greatly diminished, a factor of 
great importance in alleviating pain. 

Puestow"'®) obtains internal drainage of 
the pancreas in a somewhat different man- 
ner. He contends that chronic pancreatitis 
is a disease that exists throughout the pan- 
creas and that in order to obtain a satis- 
factory surgical result extensive and ade- 
quate drainage must be obtained. 

The entire length of the pancreatic duct 
is exposed, and the tail of the pancreas is 
resected. He has found that the establish- 
ment of pancreatic drainage into the intes- 
tinal tract is best obtained by a pancreati- 
cojejunostomy, either by slipping the je- 
junum over the opened pancreas or by a 
side-to-side anastomosis between the opened 
pancreas and the jejunum. A Roux-en-y 
procedure is performed in either case. He 
reported 21 cases so treated, with no oper- 
ative mortality. In 19 of the 21 cases, the 
results have been satisfactory. 


Pancreaticogastrostomy: Puestow®’, in 
1958, reported 2 cases of chronic relapsing 
pancreatitis that were treated by pancre- 
aticogastrostomy. At operation he opened 
the pancreas as far to the right as possible 
and anastomosed the edges of the pancreas 
to the stomach, leaving the opened pancreas 
in the lumen of the stomach. It is too early 
to evaluate the results of this procedure, 
but eight months after the operation the 
convalescence of both patients was excel- 
lent. 

Anastomosis of the duct of Wirsung to 
the gastrointestinal tract: In 1947 Cat- 
tell'°" first reported this operation and ad- 
vocated its use in carcinoma of the pan- 
creas. In 1956 he recommended that it be 
employed in those patients with chronic 
pancreatitis who were too ill or had too 
much peripancreatitis to permit more rad- 
ical procedures. The operation does not re- 
quire division of the pancreatic duct or re- 
section of the tail of the pancreas in order 
to decompress the obstructed duct. If the 
duct is dilated, a side-to-side anastomosis 
may be made between it and a loop of je- 
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junum. If the duct is normal in size, it is 
sutured to the jejunum by a _ necrosing 
suture technique. 


Ligation of the pancreatic ducts 


Martin and Canesco'*”), in 1947, reported 
ligation of the pancreatic ducts in the treat- 
ment of chronic pancreatitis. The concept 
behind this operation is that physiologically 
it will preserve the endocrine function of 
the pancreas and at the same time destroy 
the exocrine function, which is held by 
many to be responsible for the disease‘?. 
It has been shown in experimental animals 
that ligation of the pancreatic ducts causes 
atrophy of the acinar portion of the pan- 
creas, with destruction of the exocrine func- 
tion of the gland. Cannon‘*), in 1955, 
reported 6 cases thus treated. He recomends 
this procedure only as a possible alternative 
to pancreatic resection and then only if gen- 
eralized pancreatic involvement is present 
In his series of 6 cases results were good in 
2 cases, and in another the operation was too 
recent to permit full evaluation. 


Pancreatoduodenectomy 


This operation is most frequently advo- 
cated when the head of the pancreas is 
involved extensively, usually in association 
with relatively localized pancreatic calcifi- 
cation and lithiasis. In 1953, Cattell and 
Warren‘**) expressed the opinion that pan- 
creatoduodenectomy was the procedure of 
choice in many cases of chronic relapsing 
pancreatitis. It is a formidable procedure, 
but in recent years it has been accomplished 
with a decreasing mortality(*4.25). As a rule 
the results have been excellent. Many sur- 
geons advise that it be employed only after 
less radical procedures have failed. Long- 
mire‘*5) repor’ cases treated. 
Follow-up studies .anging from six months 
to five and one-half years were considered 
excellent in 5 cases and improved in 2 cases. 
Diabetes did not occur in any cases. The 
nutritional states of the patients postopera- 
tively were variable. 


Distal pancreatectomy 


This procedure is indicated when the 
pathologic process is localized to the distal 
part of the pancreas. Usually the entire 
portion of the gland distal to the neck has 
to be removed. It is wise to save some pan- 
creatic tissue whenever possible, even 
though that portion may be involved‘*®’. 
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Thus some pancreatic function will be pre- 


served. 
Total pancreatectomy 

This procedure is also a formidable one. 
A review of’the literature in 1956‘* re- 
vealed that only 8 total pancreatectomies 
had been performed in this country for 
chronic pancreatitis. The high mortality 
and the profound physiologic disturbances, 
combined with the discouraging long-term 
results, limit the indications for this pro- 
cedure. Disturbances in liver function re- 
sult. However, insulin requirement is very 
low. Mulholland‘??? says that sprue and 
diabetes result from extirpation of the en- 
tire pancreas. He does not think that this 
is a fair exchange for relief of pain when 
the gland is salvageable and has great re- 
generative powers once the obstructing 
mechanism causing pancreatitis is relieved. 

The majority of surgeons believe that the 
mortality following pancreatectomy is too 
high to justify its application in a benign 
disease unless all other means of therapy 
have been ineffective. 

Treatment of pseudocysts 

Almost all of the cysts which are second- 
ary to pancreatitis are pseudocysts. A 
pseudocyst has been defined as a collection 
of fluid and necrotic tissue resulting from 
the action of the pancreatic enzymes'*®). 
The collection of pancreatic juice is sur- 
rounded by a pseudo-wall of compressed tis- 
sue, usually made up of other organs in 
the region. Thus a pseudocyst is not lined 
with epithelium. It does not disappear 
spontaneously and may rupture, with a 
fatal outcome. 

During the past decade the surgical man- 
agement of pseudocysts has undergone 
many revisions. The following operations 
have been advocated: 

1. External drainage 
a. Marsupialization 
b. External catheter drainage 
c. Transgastric catheter drainage 
2. Interna] drainage 
a. Cystogastrostomy 
b. Cystojejunostomy (Roux-en-y) 
c. Cystocholecystostomy 
3. Sphincterotomy 
4. Excision 

In choosing an operation for this condi- 
tion, one should consider the mortality, 
and the necessity for secondary operations. 

External drainage by one of the above 
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mentioned techniques was formerly the 
most generally accepted method of treat- 
ment. It has the advantage of simplicity; 
but the cysts usually drain for months, 
there may be digestion of the skin and ab- 
dominal wall, and roughly 25 per cent of 
the patients so treated reouire further 
operative treatment because the cyst is not 
cured. 

Excellent results have been reported in 
the management of pseudocysts by sphinc- 
terotomy'*’. It is important that an opera- 
tive pancreatogram be performed, and if a 
stone is present in the pancreatic duct, it 
must be removed or the operation will be a 
failure. 

Excision of the pseudocyst, if feasible, 
would be the ideal procedure. Actually it is 
impracticable, because the walls of the cyst 
are usually made up of neighboring organs. 
In only 5 to 15 per cent of cases reported in 
the literature has it been possible to remove 
a pseudocyst. 

The most gratifying results have been 
obtained by internal drainage, either by the 
transgastric method, when applicable, or 
by a Roux-en-y anastomosis between the 


cyst and jejunum. 
Procedures for the Relief of Pain 


In advanced pancreatitis, constant and in- 
tolerable pain may accompany pancreatic 
insufficiency. Many _ surgical procedures 
have been advocated when this stage is 
reached, the sole purpose of the majority 
being relief of pain. Ray'**”’ has shown that 
pain fibers from the pancreas pass through 
the celiac ganglion and then through the 
greater splanchnic nerves. This observation 
has been the basis for the following opera- 


tions: 
1. Unilateral and bilateral splanchnicec- 
tomy ‘?*) 


2. Splanchnicectomy and vagotomy !??%) 

3. Celiac ganglionectomy‘?*) 

4. Celiac ganglionectomy and _ bilateral 
splanchnicectomy 

5. Sectioning of postganglionic fibers 
from celiac ganglion to pancreas"??? 

6. Sympathectomy 

Shingleton‘® believes that celiac gang- 

lionectomy is the procedure of choice be- 

cause (1) it decreases pancreatic secretion; 

(2) it prevents or relieves the spasm of the 

sphincter of Oddi; (3) it relieves pain; (4) 

it improves pancreatic blood flow. 
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The early results of these operations are 
good, but there are not enough five-year 
postoperative evaluations to pass final 
judgment as to their worth. 


Conclusions 
It is of utmost importance that appropri- 


ate surgical treatment of chronic pancrea- 
titis be instituted before there is marked 
destruction of the pancreatic parenchyma. 
The many variations and pathologic find- 
ings encountered in patients with this com- 
plex condition make it absolutely necessary 
that surgeons be familiar with the various 
procedures in order to select the appropri- 
ate one for the individual patient. No single 
operation will be applicable to every case. 
If doubt exists at the operating table as to 
the main pathologic condition to be cor- 
rected, it would seem wise to employ a con- 
servative operation first. Often this will be 
successful. If it should fail, a more radical 
procedure can be performed later. If the 
etiologic factor in the individual case can 
be accurately determined, the choice of op- 
eration will be greatly simplified. 
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Changing Concepts In Preoperative Medication 


C. R. STEPHEN, M.D. 
DURHAM 


Traditionally, the reasons for prescribing 
preoperative medication may be classified 
into several categories, each of which has 
had its proponents through the years. 

1. The reduction of fear and apprehen- 
sion towards the forthcoming operative 
procedure is a universal desire. 

2. The promotion of a feeling of serenity 
and absence of anxiety, coupled possibly 
with drowsiness, is a positive effect which 
one should strive for in association with 
the numbing of fear. 

3. The relief of pain prior to induction 
of anesthesia has been cited as advanta- 
geous to patient and anesthetist. 

4. The inhibition of salivary secretions 
by suitable drugs is believed to be a funda- 
mental reason for preoperative medication. 

5. Many physicians have utilized pre- 
anesthetic drugs to promote a smoother 
and easier induction of anesthesia. It was 
for this reason that preoperative drugs 
were first introduced at a time when ether 
and chloroform were the only anesthetics 
known. 

6. Many anesthetists believe that pre- 
operative medication in adequate amounts 
contributes to the state of anesthesia and 
reduces the amounts of general anesthetic 
drugs required. 

7. Finally, anticholinergic drugs have 
been employed preoperatively to reduce 
the incidence and severity of parasympa- 
thetic, and particularly vagal, reflexes. This 
reason perhaps is more recent in origin and 
is associated with the trend to lighter 
planes of general anesthesia. 


Criticisms of Premedication 

Conventional preoperative medication 
consists of the subcutaneous administration 
of a narcotic drug—for example, morphine 
or meperidine—and an anticholinergic 
drug, such as atropine or scopolamine. In 
many hospitals physicians also prescribe a 
short-acting barbiturate—for example, pen- 
tobarbital or secobarbital to enhance seda- 


tion. 


Read before the Section on Anesthesiology, Medical Society 
of the State of North Carolina, Asheville, May 5, 1959. 

From the Division of Anesthesia, Duke University Medical 
Center, Durham, North Carolina 


Within recent years an increasing num- 
ber of criticisms have been leveled at cer- 
tain aspects of the traditional premedica- 
tion schedule. Most of these attacks have 
been aimed at the use of narcotic drugs, 
and they may be delineated as follows: 

1. Narcotics do not relieve anxiety and 
fear more selectively than do other seda- 
tive drugs"). 

2. The administration of narcotics pre- 
operatively does not induce a feeling of 
serenity or euphoria, as is commonly be- 
lieved. In a series of experiments on healthy 
subjects, Beecher and his group concluded 
that morphine and heroin were not pleas- 
ant drugs to the majority of patients). 

3. The analgesic effectiveness of narcotic 
drugs is undeniable, but the majority of 
patients coming to operation today are not 
suffering from pain. Therefore, this partic- 
ular indication for the administration of 
these drugs usually is invalid. 

4. Recent controlled studies have indica- 
ted that, when inhalants are used for gen- 
eral anesthesia, the preanesthetic admin- 
istration of narcotics does not influence the 
amount of anesthetic drugs required dur- 
ing surgery‘?*), 

5. The unpredictable side effects of nar- 
cotic drugs are a _ powerful argument 
against their routine use in preanesthetic 
medication. Both respiratory and cardio- 
vascular depression are undesirable com- 
plications and may be dangerous, particu- 
larly in the geriatric age group. Nausea 
and vomiting are most unpleasant for the 
patient. Unfortunately, these ill effects may 
persist into the postoperative period and 
complicate smooth and rapid recovery from 
anesthesia. 

6. The argument has been advanced that 
the use of narcotics preoperatively may 
open the pathway to addiction. 

7. The routine and thoughtless adminis- 
tration of anticholinergic drugs preopera- 
tively may be unwarranted and actually 
hazardous. In the geriatric age group and 
in “cardiacs,” the associated tachycardia 
may help to precipitate cardiac failure. 
When spinal or regional analgesia is em- 
ployed, the drying of the mouth associated 
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with the administration of anticholinergics 
can be most uncomfortable and irritating. 
Moreover, many of the anesthetic drugs 
utilized today do not stimulate salivary se- 
cretions, 

These criticisms, along with the recent 
introduction into medicine of new types of 
sedative compounds, are creating a quest 
for new ideas and trends in preoperative 
medication. The barrier of the traditional 
concept is being whittled away and broken 
down. Today anesthetists are searching for 
non-narcotic drugs or combinations which 
will allay fear and produce an attitude of 
serenity without upsetting the integrity of 
the vital functions of respiration and cir- 
culation. If drowsiness can be combined 
with a tranquility of the mind, so much the 
better. The antisialogogue drugs, particu- 
larly those which blunt the action of the 
vagus nerve upon the heart, will, it is be- 
lieved, continue to be an important ingre- 
dient of preoperative medication for gen- 
eral anesthesia. Without them the parasym- 
pathetic reflexes engendered by anesthetic 
drugs or by surgical stimulation in light 
planes of anesthesia can interfere drastical- 


ly with myocardial function. While the 


original indications for anticholinergic 
drugs may have altered somewhat, their 
value in the schedule for most patients is 
beyond criticism. 


Newer Concepts 

If it is assumed that narcotic drugs are 
to be stricken from their preoperative role, 
what types of sedative compounds may be 
considered as replacements? Of the old 
standbys, one should consider seriously the 
short-acting barbiturates, exemplified by 
secobarbital and pentobarbital. These hyp- 
notic drugs have stood the test of time and, 
in moderate dosages (100 to 180 mg.), are 
capable of inducing somnolence and abro- 
gation of fear. Eckenhoff’s series‘ indi- 
cated that secobarbital led to a high pro- 
portion of calm and carefree patients, In 
the doses mentioned, these compounds have 
minima] deleterious effects on respiratory 
and cardiovascular functions. 

Within the last nine years the country 
has been beseiged with the doctrine of tran- 
quilization. It is only natural that anes- 
thesiologists should become interested in 
the possibility of adapting some of these 
loosely-knit groups of drugs for preopera- 
tive medication. 
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One group, represented by meprobamate, 
“the executive’s assistant,” has been eval- 
uated for preoperative use, but found want- 
ing. Meprobamate does not depress the 
autonomic nervous system, nor does it po- 
tentiate the action of hypnotic drugs). 
The calming effects of this drug are not 
pronounced, and it has minimal value in 
stemming the apprehension of patients 
prior to operation. 

The reserpine group of compounds also 
has little value in preoperative medica- 
tion). Their effect is not manifest for 
several days after beginning administra- 
tion, and then their cerebral sedative action 
is not pronounced in most patients, The pa- 
tient who has been receiving reserpine pre- 
operatively should be watched closely for 
the development of hypotension during 
anesthesia; this complication can be min- 
imized by relatively large doses of anti- 
cholinergic drugs administered as preoper- 
atively. 

It is the phenothiazine compounds which 
have received the greatest attention from 
anesthesiologists. These drugs are appear- 
ing in such profusion that nearly every 
letter of the alphabet is represented. In- 
terest in these compounds is derived from 
their sedative properties, their ability to 
enhance the sedation produced by hypnotic 
and narcotic drugs, and their antiemetic 
action. For several years chlorpromazine 
was boosted as a valuable preoperative 
sedative. More recently its superiority as 
a sedative has been questioned and its safe- 
ty challenged because of its potential adreno- 
lytic action, which can lead to severe hypo- 
tensive episodes‘*), There are few anesthe- 
siologists today who believe the sedative 
value of chlorpromazine outweighs its po- 
tential hazards for preoperative medica- 
tion. 

On the other hand, promethazine has 
stimulated and is continuing to stimulate 
considerable interest as a premedicant, Al- 
though when administered alone it produces 
little sedation, it does potentiate the action 
of hypnotic and narcotic drugs, so that re- 
duced doses of the latter, when combined 
with promethazine, result in satisfactory 
preoperative sedation’, This phenothia- 
zine compound in clinical dosage (up to 50 
mg.) has little deleterious effect on vital 
functions‘®). One wonders, however, what 
advantage there is in combining a drug 
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Table 1 Table 2 
Effects of Glutethimide Used Alone Effects of Glutethimide in Combination with 
Promethazine 


(115 patients) 


Glutethimide Placebo 
Effects 58 Patients 57 Patients 
Wide awake 51% 61% 
Apprehensive 19 22 
Alert 57 58 
Drowsy 13 15 
Asleep 0 2 
Calm 81 70 


like promethazine with a reduced dosage 
of a hypnotic or narcotic, if the same effect 
can be obtained with the conventional dose 
of the hypnotic or narcotic alone. 


A number of other phenothiazine com- 
pounds have been investigated for preoper- 
ative use. None possess outstanding advan- 
tages, and the search continues for a drug 
which will produce satisfactory sedation 
with minimal side effects. 

One other type of sedative compound is 
of interest for preoperative preparation. 
Glutethimide (Doriden) (2-ethyl-2-pheny]- 
glutarimide), a non-barbiturate drug, ap- 
parently is valuable in patients with in- 
somnia, and has been suggested for seda- 
tion in the preoperative patient. Clinical re- 
ports concerning this drug are somewhat at 
variance™). In our own clinic a double- 
blind study was undertaken to determine 
the sedative action of this drug in pre- 
operative male patients. Glutethimide, 500 
mg., was given at bedtime the night before 
operation and 1,000 mg. were administered 
(orally) one to two hours preoperatively 
(table 1). In a second group of patients 
promethazine, 50 mg., was administered 
with the preoperative dose of glutethimide 
(table 2). In all patients the anticholinergic 
drug, atropine, was also prescribed: it is 
not believed to possess any sedative pro- 
perties. Three residents in anesthesia eval- 
uated the status of the patients just before 
anesthesia was induced. Perusal of the ta- 
bles indicates no significant increase in 
sedative effects in those patients who re- 
ceived glutethimide. In the doses admin- 
istered, glutethimide in this study was not 
judged to be an effective sedative for pre- 
operative use. 

No description of changing concepts in 
preoperative medication would be complete 
without reference to the utilization of syn- 
thetic anticholinergic drugs. As a substitute 
for atropine or scopolamine, several of 
these compounds, such as methantheline 


158 Patients 
Glutethimide Plus Placebo Plus 
Promethazine Promethazine 


93 Patients 65 Patients 
Wide awake 38% 49% 
Apprehensive 23 26 
Alert 21 33 
Drowsy 12 6 
Asleep 4 0 
Calm 60 50 
bromide (Banthine) and oxyphenonium 
(Antrenyl) have been tested clinically. 


None has proved superior to atropine or 
scopolamine in adequate dosage''®), except 
that oxyphenonium apparently is meta- 
metabolized more slowly in the body and 
therefore has a longer length of action"). 


Comment 

It appears that we are at a crossroads 
with respect to preoperative medication. 
Greater facility in the induction and main- 
tenance of anesthesia have reduced the ne- 
cessity for the patient preoperatively to be 
drugged to a state of marked cerebral de- 
pression, often unfortunately with associ- 
ated respiratory and cardiovascular de- 
pression. The patient deserves the initia- 
tion a calm, serene attitude free from anx- 
iety and apprehension: the anesthetist 
would welcome a degree of somnolence 
light enough for the patient to be aroused 
and engaged in conversation. In the in- 
terest of both parties, the premedicant 
drugs should not depress the responses of 
the vital functions of respiration and cir- 
culation. 

The drug or combination of drugs which 
will provide this millennium has yet to be 
found. New avenues of approach have been 
opened up recently and are being explored. 
The older regimens should not be cast off 
completely until one can be certain, through 
careful and extensive double-blind studies, 
that new suggestions are effective without 
inducing deleterious side actions. Clinical 
impressions alone will not provide the an- 
swers. 

At all times one should bear in mind that 
preoperative medication is only as valuable 
as its individual application. Choice and 
dosage of drug must be determined on a 
patient-to-patient basis: general principles 
should be sufficiently broad to allow wide 
adaptability. This basic concept cannot be 
lost in the search for new techniques of pre- 
medication. 
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Problems in Maintenance of the Airway 


LUTHER C. HOLLANDSWORTH, M.D. 
LUMBERTON 


Of all the anesthesiologist’s functions, 
maintenance of an adequate airway is the 
most important. Oxygen is the most essen- 
tial element for maintenance of life, and 
yet it is the one which the body is least able 
to store in reserve. Anoxia and _ interfer- 
ence with the expulsion of carbon dioxide 
rapidly produce physiologic changes in the 
organism which, in turn, produce irreversi- 
ble pathologic changes, if not corrected im- 
mediately. 

It behooves the anesthesiologist to main- 
tain a normal transport system in the pa- 
tient he has rendered defenseless, and his 
responsibility does not terminate until the 
patient has regained full control of his own 
defense mechanisms. Constant vigilance is 
mandatory, and the first moment of com- 
placency or inattentiveness to the patient’s 
respiration, breath sounds, and exchange 
can well set the stage for respiratory ob- 
struction. 

Respiratory obstruction is the most com- 
mon complication of depressed states. 
Cullen states that 90 per cent is a conserva- 
tive estimate for deaths under anesthesia 
due to improper management of the air- 
ways'*’. A patent airway is a prerequisite 
for topical, infiltration, regional, and spinal 
anesthesia as well as for genera] anesthe- 


Read before the Section on Anesthesia, Medical Society of 
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sia. Obstruction of the airway has the same 
lethal potentialities in medical problems on 
the ward, and is more likely to go unnoticed 
or be treated with sedatives and narcotics 
in an attempt to allay the restlessness re- 
sulting from anoxia and hypercapnia. 


Anoxia and hypercapnia are not the only 
undesirable effects of an inadequate airway. 
An obstructed airway makes breathing 
more difficult, tiring the respiratory mus- 
cles, increasing the oxygen requirements 
even more, and leaving the patient less ca- 
pable of tolerating surgery and the post- 
operative period’**), Laminar airflow is 
converted to turbulent airflow, thus in- 
creasing the work of breathing. Altered 
ventilation-perfusion ratios lessen the ef- 
fectiveness of oxygen therapy’. 

Obtaining and maintaining the desired 
plane of anesthesia is more diffiicult, with 
a resulting loss of control. The induction 
period is prolonged, again increasing the 
oxygen requirement as well as the risk of 
aspiration to add to the existing obstruc- 
tion’). It is more difficult to reduce exces- 
sive levels of anesthesia. Relaxation is 
poor, with tense rectus muscles and _ in- 
creased diaphragmatic action. Increasing 
the level of anesthesia in order to gain more 
relaxation can prove disastrous. The intra- 
cranial pressure increases and other unde- 
sirable metabolic changes develop. 


~ 
Fe 
is 
GG 
ig 
: 
: 
; 
ee 
: 


12 NORTH CAROLINA MEDICAL JOURNAL 


This discussion will be limited to airway 
obstruction occurring at the beginning of, 
developing during, or resulting from anes- 
thesia and/or surgical procedures. 


Defense Mechanisms 

The body is endowed, in the normal con- 
scious state, with certain vital protective 
mechanisms to maintain the patency of the 
airway'*’, These self-cleansing mechanisms 
are obtunded at varying levels of anesthesia 
and are also interfered with or abolished 
by depression of the central nervous system 
from any cause‘); drug intoxication, de- 
bility, or paralysis of either sensory or 
motor nerves‘), 

Swallowing is one such protective mech- 
anism in that it prevents the accumulation 
of saliva. Salivary secretions normally 
amount to 1000-1500 cc. per 24 hours", 
and these secretions must be decreased by 
proper premedication if the normal pro- 
tective functions are abolished. Swallowing 
is lost in upper plane I. 

The larynx serves admirably by allowing 
the entrance and exit of air and at the 
same time by preventing foreign material 
from entering the tracheobronchial tree. 
The laryngeal reflex is overactive in the 
lighter planes of anesthesia, and is abol- 
ished in lower plane II or upper plane III. 
The overactivity of the laryngeal reflex in 
the lighter planes can lead to laryngospasm, 
at which time a protective function is con- 
verted into a real] obstructive problem of its 
own. 

Expulsion of foreign material from the 
tracheobronchial tree is accomplished by 
the cough refiex, ciliary action, and the per- 
istaltic motion in the bronchioles’). Cough 
is most commonly initiated by stimulation 
of the afferent nerve endings at the bifur- 
cation of the trachea, in the laryngeal mu- 
cosa, and also by excitation of vagal affer- 
ents in the lung or pleural nerve endings. 
Cough disappears in plane I. 

Ciliary action is mainly responsible for 
the moving of nasal and sinus secretions 
toward the nostrils. Ciliated epithelium is 
found in the nasal passages, sinuses, naso- 
pharynx, the lower portion of the vestibule 
of the larynx, and the tracheobronchial tree 
down to the respiratory bronchioles. There 
the ciliated columnar cells change to cu- 
boidal or flattened cells. Ciliary action is 
depressed by general anesthesia and by sed- 
atives'®*), The role of bronchiolar peristal- 
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sis is to assist the movement of foreign ma- 
terial towards the larger portions of the 
bronchial tree. It is said to be decreased in 
bronchiectasis and by morphine. Goblet, 
mucus, and serous cells also play a role in 
maintaining the airway, but these are de- 
pressed by premedication. 


Pathologic Physiology of Obstruction 

In respiratory obstruction, hypoventila- 
tion is the first of a series of developments. 
The alveolar ventilation falls as the respir- 
atory minute volume decreases, with a re- 
sulting decrease in alveolar oxygen tension, 
a decrease in the oxygen saturation, and 
acidosis. There is an alteration of either 
the total or regional ventilation-perfusion 
ratios, depending on the location of the ob- 
struction. 

Acidosis develops by two different mech- 
anisms. First, there is a respiratory acido- 
sis resulting from the increase in free car- 
bonic acid. If the anoxemia is severe, a 
metabolic acidosis also results, owing to an 
increase in lactic acid. There is insufficient 
oxygen to metabolize lactic acid by oxida- 
tion and resynthesis to glycogen. The po- 
tassium level increases. Cardiac muscle is 
incapable of developing any significant oxy- 
gen debt, in contrast to skeletal muscle’. 
In both types of acidosis the lowered pH 
serves as a powerful stimulus to the respir- 
atory center, which, in turn, increases pul- 
monary ventilation in an effort to lower the 
carbon dioxide blood tension. This is in- 
effectual proportional to the degree and per- 
sistence of the obstruction. Likewise admin- 
istration of oxygen cannot correct the hy- 
percapnia nor the accompanying respira- 
tory acidosis. If it can be gotten past the 
point of obstruction it will help to alleviate 
the anoxemia, enable the respiratory center 
to withstand the increased carbon dioxide 
tension and lower the lactic acidosis''”’. If 
the ventilation-perfusion ratios are al- 
tered, however, oxygen therapy will be less 
effective. 

A point of crisis is reached at which the 
increasing carbon dioxide tension no longer 
stimulates the respiratory center, and 
breathing effort decreases. The blood 
changes worsen, and the respiratory center 
is then actually depressed. At this point a 
vicious, fulminating, and self-perpetuating 
cycle is in action, which may terminate 
abruptly and fatally. The concentraticn of 
carbon dioxide at which this crisis occurs 
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will be lowered in the presence of any exist- 
ent respiratory center depression, whether 
from progressive anoxemia, acidemia, or 
sedation”, 

The combined effects of anoxemia and 
hypercapnia on the cardiovascular system 
result first in a marked slowing of the 
heart. This initial bradycardia is explained 
by Marey’s law, largely as a secondary ef- 
fect of the hypertension which follows the 
action of anoxia and hypercapnia upon the 
vasoconstrictor center’), Later the blood 
pressure drops and the pulse increases, 
owing to failure of the heart as anoxemia 
progresses, 


Causes of Obstruction and 
Their Alleviation 

In the face of complete respiratory ob- 
struction, prompt and effective treatment is 
of dire importance to prevent asphyxia. The 
onset of a partial obstruction may be more 
insidious and therefore less quickly recog- 
nized‘*). The signs of respiratory obstruc- 
tion are (1) failure of the chest to expand 
anteriorly, laterally, and posteriorly in its 
usual manner; (2) retraction of the supra- 
clavicular, suprasternal, intercostal, and 
upper regions of the chest on inspiration; 
(3) noisy respirations from turbulent air- 
flow; (4) minimal or absent tidal volume; 
(5) excessive diaphragmatic activity; (6) 
prolonged inspiration or expiration, de- 
pending upon the type of obstruction pre- 
sent; (7) bradycardia with hypertension; 
(8) dark blood in the operative field; (9) 
poor relaxation; (10) perspiration; (11) 
pupillary dilatation; (12) flattening of the 
electroencephalogram, and (13) cyanosis. 
Cyanosis is a late feature and its absence 
means nothing in ruling out airway ob- 
struction, particularly in patients with low 
hemoglobin values. Likewise, noisy respira- 
tions mean obstructed respirations, but 
quiet respirations do not rule out obstruc- 
tion, particularly when respirations are 
depressed. In contrast to respiratory de- 
pression, there is increased effort with de- 
creased exchange in obstruction. 

Full lips, especially in the edentulous or 
in the elderly patient with shrunken mandi- 
bles, can cause an expiratory obstruction 
characterized by a loud, low-pitched, rough, 
fluttery expiratory sound'*’, Other obstruc- 
tions of the mouth include edema of the 
tongue, infections, macroglossia, trauma, 
micrognathia, tumors, facial scars, surgical 
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drapes, hands, and instruments. Unless the 
nasotracheal route is accessible, tracheot- 
omy may be mandatory, depending upon 
the degree of oral obstruction present. 

The most common type of obstruction 
seen in the oropharynx is that caused by 
relaxation of the jaw and tongue, and is 
characterized by a rough, irregular, stut- 
tery noise on inspiration or no noise at all 
if the obstruction is complete. Extension of 
the head with the chin pointing toward the 
ceiling and the jaw supported in an anterior 
position will frequently relieve this condi- 
tion. In patients with nasal or nasopharyn- 
geal obstruction the airway is improved by 
holding the mouth open. A pharyngeal air- 
way of the proper size may be employed if 
the patient is not too lightly anesthetized. 
An improperly fitted airway may aggra- 
vate the obstruction. One which is too 
small will bury its tip into the base of the 
tongue, while one which is too long may ex- 
tend too far into the hypopharynx. Tumors, 
infections such as peritonsillar and retro- 
pharyngeal abscesses, tonsillar hypertrophy, 
and large foreign bodies are other causes of 
oropharyngeal obstruction"), 

Obstruction at the glottis can be brought 
about by tumors''”), infections, trauma, and 
foreign bodies such as dentures, food par- 
ticles and gum. The loose areolar tissue in 
the supraglottic region is more subject to 
edema, which can cause obstruction‘'). 
Granuloma of the vocal cords is a late com- 
plication of endotracheal techniques, and is 
quite uncommon with the use of plastic en- 
dotracheal tubes. The obstruction seen after 
thyroidectomy is most commonly caused by 
(1) a hematoma beneath the pre-tracheal 
muscles, (2) recurrent nerve injury, (3) 
laryngeal edema, or (4) tracheal collapse, 
particularly with intrathoracic goiters''*?. 

The protective laryngeal reflex has been 
mentioned previously. Laryngeal spasm is 
accomplished by one of four mechanisms, 
separately or combined. These are (1) mid- 
adduction of the true vocal cords, (2) ap- 
position of the ventricular ligaments, (3) 
the sphincter-like action of the aryepiglot- 
tic folds, and (4) impaction of the epiglot- 
tis into the larynx. The first mechanism 
prevents inspiration but will allow expira- 
tion, owing to the dome-shaped structure 
when the true cords are approximated. This 
type of spasm, when only partial, produces 
a high-pitched crowing tone. When com- 


zy) 

P 
| 
‘ 
? 


14 


plete, it results in inability to inflate the 
thorax. Mid-adduction of the ventricular 
ligaments embarrasses expiration. Apposi- 
tion of the aryepiglottic folds, which act as 
a sphincter, produces an even more pro- 
nounced degree of laryngeal spasm. The 
fourth mechanism by which the larynx is 
obstructed is impaction of the epiglottis in 
the larynx by muscular relaxation of the 
tongue. Drawing the tongue forward re- 
lieves this condition», 


Laryngeal spasm can be caused by direct 
or reflex stimulation”®, Foreign material, 
secretions, blood, mucus, vomitus, and in- 
creasing concentrations of ether and soda 
lime dust are all listed as causes of direct 
initiation. Local stimulation can also follow 
trauma from airways, laryngoscopes, suc- 
tion tips, and endotracheal tubes. Reflex 
stimulation can follow traction on the gall- 
bladder, stomach, spleen, mesentery, tra- 
chea, rectum, vagina, periosteum, celiac and 
pelvic plexuses. Parasympathetic stimula- 
tion as seen with ultrashort-acting bar- 
biturates or cyclopropane enhances. the 
laryngeal reflex‘!”). 

Obviously prophylaxis is the best treat- 
ment. Adequate oxygenation is the most im- 
portant factor in the prevention as well as 
the treatment of An- 
esthetic concentrations especially ether, 
should be increased gradually, and an in- 
termediate agent such as nitrous oxide or 
ethylene should be interposed between an 
ultrashort-acting barbiturate and_ ether. 
Premedication with one of the anticholiner- 
gic drugs at the right time and in the pro- 
per dosage, should be given to decrease 
vagal tone. Keep the local simulation, men- 
tioned before, to a minimum and avoid 
painful stimulation until surgical planes of 
anesthesia are reached. If vomiting occurs 
during induction, place the patient in Tren- 
delenburg position, aspirate the airway, and 
allow the patient to cough before continu- 
ing. Endotracheal intubation should be 
carried out for surgery where reflex stim- 
ulation is expected or where contamination 
of the respiratory tract by blood, secretions, 
a full stomach, intestinal obstruction, bron- 
chiectasis, or a lung abscess is anticipated. 
Prostigmin should always be preceded by 
an anticholinergic agent to minimize the 
muscarinic actions of the former. Care 
should be taken on extubation to make sure 
that secretions have been previously 
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cleared. These are all measures for circum- 
venting laryngeal spasm. 

Once laryngeal spasm has occurred, what 
measures should be undertaken? Oxygen 
should be given by positive pressure im- 
mediately. Determine the cause. The concen- 
tration of ether should be lowered if this is 
thought to be the etiologic factor. If the 
spasm is reflex and appears in light anes- 
thesia, the concentration of ether or other 
agent may be increased and the surgical 
stimulation delayed until a deeper plane is 
reached. The ultrashort-acting barbiturates 
should be discontinued if they are thought 
to be related to the laryngospasm. An anal- 
gesic should be used with the thiobarbitur- 
ates, since they are mainly hypnotics when 
employed in safe doses. 

Muscle relaxants, particularly succiny|- 
choline, have completely altered the picture 
of laryngospasm. Small doses of succinyl- 
choline, 10 to 20 mg., given intravenously 
or larger doses given intramuscularly, if a 
vein is not immediately available, will us- 
ually suffice. If laryngospasm is persistent 
or recurrent, endotracheal intubation 
should be performed. If the spasm is over- 
come, however, endotracheal intubation 
should be deferred until the patient has 
been properly oxygenated. If the above pro- 
cedures are unsuccessful, transtracheal re- 
suscitation’®) or a tracheotomy should be 
done with dispatch at the first sign of cir- 
culatory failure. 

Subglottic edema is an unusual compli- 
cation following intubation, and is charac- 
terized by the onset, 24 to 48 hours later, 
of acute respiratory obstruction, pre- 
dominately expiratory in nature. The clin- 
ical picture is that of laryngeal] edema, but 
upon direct inspection the epiglottis, glot- 
tic chink, and larynx appear normal. On 
bronchoscopic examination the membrane 
is observed, usually attached to the anterior 
aspect of the cricothyroid region. It pro- 
duces obstruction by reducing the diameter 
of the airway, by impeding expiration with 
its flap-like structure, and by causing re- 
flex adduction of the cords when the medial 
portion of the membrane is_ unattached. 
The subglottic area represents the narrow- 
est portion of the larynx, and the cricoid 
cartilage forms a complete rigid ring‘*°’. 
The loosely attached mucosa and the loose- 
ness and vascularity of the submucosa pre- 
dispose this region to edema. Trauma to the 
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subglottic region is thought to be the pre- 
cipitating factor. The anterior aspect is the 
point at which the curved endotracheal tube 
or stylet impinges. Oversized endotracheal 
tubes and cuffs are more likely to produce 
subglottic edema‘*!’. In all 3 cases reported 
by Etsten‘**), metal stylets and Magill rub- 
ber endotracheal tubes with cuffs had been 
used. The cuffs were not inflated, because 
of the snug fit. Portex plastic tubes are 
thought to be superior in that they mold at 
body temperature and thus lessen pressure 
at localized points‘'*’. Immediate laryngo- 
scopy and suction bronchoscopy to remove 
the membrane are the methods of choice for 
the diagnosis and the treatment of subglot- 
tic edema. 


The causes of obstruction in the trachea 
and larger bronchi are foreign bodies or 
foreign material, blood, mucus, pus, gastric 
secretions, sucus entericus and fecal ma- 
terial following regurgitation and aspira- 
tion, tumors, and tracheal collapse from 
tracheal cartilages weakened by extrinsic 
pressure, Trachea] stenosis creates a very 
difficult problem in that oxygen must be 
passed through a narrowed diameter which 
is easily obstructed by secretions in the ab- 
sence of the cough reflex'*). The surgical 
intervention for stenosis or tracheal trau- 
ma‘*'’ disrupts the continuity of the tra- 
cheobronchial tree and a by-pass must be 
created to one or both mainstem bronchi. 

Aspiration is a very common cause of 
airway obstruction, and general anesthesia 
should be avoided when it is known or sus- 
pected that the stomach is not empty. Intu- 
bation should be carried out under topical 
anesthesia prior to the induction of general 
anesthesia, when gastric contents are in 
question. Most of the literature gives little 
or no attention to the problem of aspiration 
in obstetric patients under general anesthe- 
sia. Here the anesthesia is more likely to 
be “in and out” with varying levels of an- 
esthesia. Too many obstetric patients come 
in with a history of recent ingestion‘'®’, 
much of which could be avoided with pro- 
per counseling in the last trimester of preg- 
nancy. Many patients feel that they must 
sustain themselves for the ordeal of labor; 
or they have been on dietary restrictions 
and fee] that the rupture of the membranes, 
vaginal show, or the onset of mild labor 
pains terminates the dietary limitations and 
allows them to celebrate with a large meal. 
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The definitive treatment of aspiration 
consists of putting the patient in the Tren- 
delenburg position, removing the mask, 
turning the head to one side, and suctioning 
the airway. Endotracheal intubation and 
bronchoscopy are other means of clearing 
the tracheobronchial tree. Coughing, initia- 
ted by the suction catheter, is also effective 
in removing the foreign material. 

Bronchospasm is characterized by an ac- 
tive and prolonged expiration with wheez- 
ing and rales, and it is frequently seen in 
asthmatic persons. It may represent a re- 
action to one of the drugs given before or 
during surgery, or may follow vagal stim- 
ulation. Soda lime dust is a common offend- 
er. The offending agent should be elimin- 
ated, if known, and cyclopropane and the 
ultrashort-acting barbiturates avoided if 
thought to be incriminated. Aminophylline, 
ephedrine, Isuprel, and the antihistamines 
are frequently effective, and ether serves as 
a good agent to counteract the bronchocon- 
striction, because of the resulting sym- 
pathoadrenal discharge. Alveolar exudation 
and pulmonary edema present the dual 
problem of supplying oxygen under posi- 
tive pressure and, at the same time, remov- 
ing secretions which impede gaseous ex- 
change'*:*5), Care must be taken to prevent 
overloading the patient with fluids, partic- 
ularly in the pediatric age group. 

We must also look for iatrogenic causes 
for airway obstruction. In this category 
would come stiff valves, narrow apertures 
in connectors or tubes, wet or fine mesh 
soda lime, long tubes, kinked tubes, and 
empty or full breathing bags. Overinflated 
cuffs or a cuff which has slipped over the 
bevel of the tube may cause a ball-valve 
type of obstruction on expiration. Care 
must also be taken not to advance the tube 
into a mainstem bronchus. 


Summary 
The most important responsibility of the 
anesthesiologist is to maintain a patent air- 
way. Respiratory obstruction is a self-per- 
petuating complication which does not lend 
itself to spontaneous correction. Procras- 
tination and conservatism are fraught with 
great danger in the management of an ob- 
structed airway. 
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Influence of Antibiotic Treatment 
On Roentgenologic Aspects of Mastoid Disease 


GEORGE J. BAYLIN, M.D. 
DURHAM 


Roentgenograms play an important role 
in the diagnosis of mastoid disease and are 
often the guideposts to treatment. The 
skillful use of appropriate antibiotics cures 
most patients, but a significant number re- 
spond only partially. In this group, the 
clinical picture and the x-ray picture are 
modified to such a degree that the usual 
criteria of evaluation no longer are appli- 
cable. 

The early roentgen changes in untreated 
acute mastoiditis are clear cut. They are as 
follows: 

1. Clouding of the middle ear 

Clouding of the air cells 

3. Clouding of the antrum 
Fuzziness of the cellular partitions 
Increased visualization of the sinus 
plate 
6. Increased visualization of the semi- 

circula canals 
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7. Clouding of the hypotympanic zone 

The above changes progress and after 
five or six days are pronounced. Bone de- 
tail is lost and the cells coalesce into a large 
amorphorus density of the quality of soft 
tissue. This state represents the so-called 
surgical mastoid. 

Effective treatment results in a reversal 
of the above changes, and within a two- 
week period the x-ray picture usually has 
returned to normal (fig. 1). 

A significant number of patients, how- 
ever, show both clinical and x-ray aberra- 
tions induced by antibiotic treatment, and 
because of these differences, the usual cri- 
teria for assessing the patient and his ro- 
entgenograms are no longer valid. The in- 
fection is often attenuated but not eradi- 
cated. Thus an apparently well patient may 
continue to show roentgenographic abnor- 
malities. Several patterns of change have 
been noted. There may be a persistence of 
diffuse cell clouding beyond the expected 
period, associated with all or some of the 
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Fig. 1. Roentgenograms showing well developed mastoids with normal air cells in lateral and AP 
positions, 


Fig. 2. The left side shows normal cells. On the right the cells are cloudy and the septa indistine 
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Fig. 3. The zygomatic septal breakdown is seen in the mastoid on the right side of the illustration. 
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Fig. 4. The left side of the illustration shows focal destruction in the mid-portion of the sinus plate. 
An absess was found at operation. Other cells are clear. 


other changes enumerated above (fig. 2) ; or 
there may be focal destruction in the midst 
of complete clearing of all other signs. 
Under these circumstances the apparently 
well patients, if all treatment is discontin- 


ued, may experience mild or explosive re- 
currences of symptoms. 


The focal changes represent the greatest 
challenge to the radiologist. Only a few 
cells may be involved. The zygomatic group 
will break down, while all the other cells 
become clear (fig. 3). This situation may 
lead to brain absess or meningitis. Peris- 
inus cellular necrosis is apt to take place 
in an otherwise normal mastoid and lead to 
thrombosis of the lateral sinus (fig. 4). 
Only the attic cells at times remain infected 
and serious intracranial complications may 
occur. Each of the circumstances detailed 
above produces subtle changes that are eas- 
ily .overlooked. 


Rigid criteria must be applied in the in- 
terpretation of mastoid films of patients 
under antibiotic treatment. Persistence of 
cellular clouding and failure of the inter- 
cellular septa to regain fine definition con- 
stitute a warning signal that the patient 
may not be well regardless of the clinical 
picture. A large number of such patients 
were found at operation to have nonpuru- 
lent granulomatous changes in the mucous 
membrances as well as marked softening 
of the bony partitions. In essence, the in- 
fection was present in an attenuated state. 


As a corollary to the above principle, it 
must be emphasized that the failure of the 
roentgenograms to return to normal does 
not in itself indicate further medical or 
surgical treatment. Many patients eventual- 
ly are completely cured despite the persis- 
tence of x-ray changes for periods of sev- 


eral months. 
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Unfortunately, no dogmatic criteria can 
be set as to what constitutes a cure. Close 
collaboration between clinician and radiolo- 
gist is mandatory. Moreover, the patient 
must be expertly guided through the period 
of evaluation without being lulled into a 
false sense of security or unjustly alarmed. 
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Conclusions 
1. Antibiotic therapy may alter the x-ray 
patterns in mastoiditis, 
2. Cell clouding and bone haziness may 
persist for weeks or months. 
3. Focal necrosis of cells may lead to in- 
tracranial complications. 


A Controlled Clinical Study Using the New 


Oral Diuretic Benzydroflumethiazide (Naturetin®). 


GORDON H. IRA, JR., M.D. 
DAVID M. SHAW, PhD. 


MorRTON D. BOGDONOFF, M.D. 
DURHAM 


This report summarizes our observations 
on the use of a new oral diuretic for the 
management of edema in a group of ambu- 
latory patients attending a low-cost out- 
patient department. The recently available 
drug is benzydroflumethiazide (Naturetin), 
a benzothiodiazine derivative differing from 
dihydroflumethiazide and chlorothiazide by 
the addition of a benzyl] group to the former 
and a benzy! and trifluoro group to the lat- 
ter), 


Material 


Eighteen patients are included in this 
report: 12 Negro (four males and 8 fe- 
males) and 6 white (2 males and 4 fe- 
males) (fig. 1). The ages ranged from 31 
to 70 years, with an average of 52.5 years. 
Their primary basis for the development of 
edema was as follows: 5 patients, hyper- 
tensive vascular disease; 4, arteriosclerotic 
heart disease; 7, hypertensive-arteriosclero- 
tic heart disease; 1, diabetic vascular dis- 
ease complicated by edema; and 1, rheuma- 
tic heart disease. The patients were chosen 
for the study from the population attending 
the general medical clinic. Once it was de- 
cided to conduct the study, patients were 
selected sequentially from the next series 
of patients with edema that were presented 
at the clinic. The sole clinical characteristic 
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upon which selection was based was the 
existence of peripheral edema in an ambu- 
latory individual. Any existing treatment 
program being used for the primary disease 
was not altered during the study. Eight pa- 
tients were receiving a digitalis preparation 
and 6 patients with hypertension were re- 
ceiving a ganglionic blocker, trimethidi- 
nium methosulfate. The dose of the gan- 
glionic-blocking agent was reduced by half 
prior to the use of diuretics. Two patients 
with diabetes were taking insulin. Other 
concomitant medications included apreso- 
line, phenobarbital, and Raudixin. There 
were 12 patients who had received diuretics 
prior to the study and 6 who had not. 


The patients remained ambulatory 
throughout the period of observation and 
were usually seen at bi-weekly intervals, 


TOTAL 18 
WHITE 6 NEGRO 12 
MALE FEMALE MALE FEMALE 
2 4 4 8 


ARTERIOSCLEROTIC HEART DISEASE ..... 4 


HYPERTENSIVE VASCULAR DISEASE .,..... 
HYPERTENSIVE -ARTERIOSC LEROTIC 

RHEUMATIC HEART DISEASE 1 


Fig. 1. Characteristics of patients, 


+ 
an 
‘ 
and 
i 


20 NORTH CAROLINA MEDICAL JOURNAL 


Table 1 
The Modified Latin Square Design 
Time Time ime 
Patients Period 1 Period 2 Period 3 

A I II III 
B I Ill II 
Cc II I Ill 
D II III I 
E Ill II I 
F Ill I II 


Treatment Period I No Drug 
II 5 Mg. benzydroflumethiazide, 
twice daily 
III 500 Mg. chlorothiazide, twice 
daily 
although some were seen weekly or month- 
ly. Six patients who were started on the 
study did not finish; 5 patients did not keep 
return appointments and did not answer 
follow-up letters, and 1 patient with severe 
congestive heart failure was dropped from 
the series because of the obvious disadvan- 
tage of discontinuing diuretic medication 
during the control phase of the study. 


Method 


In the clinical evaluation of a new drug, 
the problems confronting the physician in 
effecting the appropriate control observa- 
tion are well known. In order to reduce the 
number of interfering factors that might 
compromise the establishment of such a 
controlled program in a heterogeneous pop- 
ulation of ambulatory patients, the Latin 
Square (table 1) was modified to fit the 
needs of this study'*’. This form of exper- 
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imental design consists of the assignment 
of 6 patients to a “Latin Square” compris- 
ing three time periods (periods 1, 2, and 3), 
and three test periods; a “no drug” control 
period (period I), a “new drug” period 
(period II) and an “old drug’ period 
(period III). 


Each patient goes through every test 
period. For a three period study there 
are six sequence variations, I II III, 
III I II, and so forth, exposing each test 
situation to the same variations in time. 
Each individual acts as his own control. 
Five hundred milligrams of chlorothia- 
zide'*) given twice a day was used as the 
“control drug,” and 5 mg. of benzydroflu- 
methiazide given twice a day was the dose 
of the new drug. During the control] period 
no diuretic was used. The test period to be 
used first was unknown until after the pa- 
tient was selected for the study. The periods 
usually lasted four weeks, but if the pa- 
tient became too uncomfortable without a 
diuretic during the control period, it was 
terminated after two weeks. The diets were 
estimated at the onset, but no effort was 
made to change or contro] them during the 
study other than to urge that they be kept 
constant. Seasonal variations were con- 
trolled by the nature of the experimental 
design—that is, just as many patients were 
off the drug during one season as there 
were patients taking the drug, tending to 


Table 2. Summary of Patient Characteristics and measurements of weight, serum sodium, and serum 
potassium at the end of the time periods, with the individual differences noted during each drug period. 


PATIENT | & | SEQUENCE DIAGNOSIS DIGITALIS] Weight | Serum | Serum Weight | Serum | Serum | Weight |Ser.a | Serum/ Weight | Serum | Serum [Weight | Serum | Serum 
c.s. 45 CF] I Il III | Diabetes, HASHD 188.5 199 4.9 184.5 135 4.3 | 161.5 1% 4.3 -0.6 -7 3 -0.6 
| 58 Qt) | ASHD Yes 133 41 151.5 | 163 | 3.5 [14,5 | 144 | 3.7 | 610.5] [-0.6 | 03.5 | o11 | -0.4 
A.G. 69 CF II I III | Yes 13% 139 5.4 132 139 $.1 132 4.2 -6 
4 | | Yes | 160 Ms | 5.1 | a50.5 | 139 | 4.6 [152.5 | 1461 | 4.2] -95 | -6 [-0.7 | | -4 | -0.9 
33 CP} IIL No lel 142 4.3 153.8 | 138 | 3.6 | 155.5 | 147 | 4.2 | -7.2 | -6 |-0.7 | -5.5 | o5 
30 WP) IIT | Yes 116 4.7 113 3.7 1113 1M 4.1 -3 3 -8 -0.6 
4? WF | 1 IL | Diabetes No 173.5 12 5.4 172.5 , 133 4.4 | 169 1460 4.3 +8 «1.1 
E.L, | 36 I yo 119.5 139 4.1 119 1% | 3.9 | 120.5 45 | 3.86} -0.5 | [-0.2 | o1 -0.3 
aM. | 111 | asm Yes 108.5 | 141 4.1 | 101 141 | 4.9 [105.5 | 143 | 3.7] -7.5 © [90.8 | 42 0.4 
RAL. 65 It | HASHD Yes 163 140 4.7 155 1399 | 4.6 | 154.5 | 1% | 4.0] -8 | -8.5 | -4 -0.7 
M.B. | 70 WP) ILI 1 | HASCVD,Osteoarthritic No 4s M5 367 | | 166 | 4.1 160.5 | 145 | 3.7] -2.5 | ot | -4.5 | 0 
| 62 | Yes 124 142 4.8 122 143 | 3.9 | 122 | 3.9] -2 |-0.9 | -2 -0.9 

| 121 | No 169 M41 3.7 166 1x0 | 3.7 | 169 wi | -s -2 ° > 
% CF) I Il) Wo 119.5 199 4,1 ne 1% 3.9 | 120.5 145 3.81 -0,5 | -0.3 
A.B. | 69 CP) | im 3.9 170.5 | 137 | 3.9 | 172 142 | 3.6] -0.5 | -7 ° 2 0.1 
J.L, | $7 IIT 1] HCV, Obesity No 262 13% | 44 | 257.5 | 160 | 3.9 | 257 43] 3.7] 94.5 | os +0.7 
L.McG | 65 CP) III II I | HASHD, Asthma Yee 174.5 141 5.8 172.5 1% | 5.7 | 172 1399 | 5.3] -2 -3.5 -0.5 

| 50 ITI | RASHD, GAS No 203.5 | 164 | 45 | 203 138 | 4.0 | 198 1397 | 4.5] | -6 | -5.5 -7 0 
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Fig. 2. Effect of drugs on weight loss. 


minimize the effects of weather, crop rota- 
tion, and so forth, in this sampling of the 
rural population. 

The patient’s weight has been used as the 
sole experimental index to the status of the 
edema volume. Clinical comments were not 
used in evaluating the effectiveness or in- 
effectiveness of the diuretic therapy. The 
weight of the patient was recorded at each 
visit, and the weight for each test period 
was scored by using the value obtained on 
the last day of that period. The weight of 
the patient at the end of the control period 
was scored as the base-line “wet” weight to 
which weights after the drug periods were 
completed were to be compared. The weight 
loss effected for each drug program was 
calculated in that manner, thereby reducing 
the interaction of one drug period upon the 
other, and eliminating the effect of pre- 
vious diuretic therapy upon the analysis of 
the present study. 

Results 

The results of the study are listed in ta- 
ble 2 and pictured in figures 2-4. The data 
obtained revealed that there was a signifi- 
cant weight loss (p.<.001) during both drug 
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Fig. 3. Effect of the drugs on serum sodium. 


phases. The mean weight loss caused by 
benzydroflumethiazide was 2.98 pounds and 
the loss due to chlorothiazide was 3.27 
pounds (fig. 2). These values were not 
significantly different from one another. 
There was no significant difference due to 
drugs between the serum sodium (fig. 3) or 
serum potassium (fig. 4). Further analysis 
of the data showed no variation caused by 
the sequence in which the drugs were pre- 
sented, and the analysis of error also 
showed no significant variation. There were 
some changes, however, due to the periods 
(seasonal changes) p<.05, but because of 
the structure of the experiment this change 
could have nothing to do with the drug ef- 
fect and therefore would not alter the sig- 
nificance of the weight loss attributed to 
the drugs. It may be noted that while there 
was an almost uniform weight loss among 
the patients, one man, J. M., gained 10.5 
pounds on benzydroflumethiazide and 3.5 
pounds on chlorothiazide. This patient was 
in the recovery phase of acute heart failure 
and quite underweight. During the period 
of the study he had very little edema, but 
he regained his normal weight, going from 
141 pounds (actually 134 pounds at the be- 
ginning of period I) to 151.5 pounds. His 


> 
| 
; 
we 
1 
ioe 
i, 


22 NORTH CAROLINA MEDICAL JOURNAL 
Control | Benzydro-| Chioro- 
flume- | thiazide 
thiazide 
PERIODI| PERIOD PERIOOM 
ee 
2 5.0-4 : 
ee 
$3 
ee 
3.0 


Fig. 4. Effect of the drugs on serum potassium. 


weight has now stabilized at this level, and 
he is still relatively free of edema. He was 
the only patient included in whom the nu- 
tritional status was so severely disordered. 
Review of the values excluding this patient 
shows a mean weight loss of 3.77 pounds on 
benzydroflumethiazide and 3.67 pounds on 
chlorothiazide. 

The patients who had received prior 
diuretic therapy showed a greater weight 
loss (-3.62 pounds) than the patients who 
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had never been treated with diuretics (-2.08 
pounds). It should be noted that both drugs 
caused some lowering of blood pressure, 
which remained well controlled during the 
drug phases, at which time the doses of the 
ganglionic-blocking agent had been lowered 
to one-half of the previous treatment level. 
There were no side effects attributable to 
the drugs and no episodes of gout during 
the study. Uric acid determinations were 
not made. The white blood cell count and 
differential counts remained normal. 


Summary 

Benzydroflumethiazide, a new benzothia- 
diazine oral diuretic, was tested in the 
treatment of edema in a group of ambula- 
tory patients in a low-cost out-patient de- 
partment by the use of a modified Latin 
Square, an experimental design that al- 
lowed for the control of a heterogeneous 
patient sampling and contro] of the exper- 
imental environment. Benzydroflumethia- 
zide produced a mean weight loss of 2.98 
pounds and chlorothiazide a mean loss of 
3.27 pounds without a significant change in 
the serum sodium or serum potassium at- 
tributable to either. 

The authors wish to thank Dr. David M. Shaw of the De- 
partment of Sociology, Duke University, for his invaluable 
help in designing the study. 

References 

1. Data made available by the Squibb Institute of Medical 
Research, New Brunswick, New Jersey. 

2. Edwards, A. L.: Experimental Design in Psychological 
Research, New York, Rinehart & Co., Inc., 1950. 

3. Ford, R. V., Moyer, J. H., Spurr, C. L.: Clinical and 
Laboratory Observations on Chlorothiazide (Diuril) A.M.A 
Arch Int. Med. 100:582-596 (Oct.) 1957. 


4. Moyer, J. H.: Human Pharmacology of Thiazide Deriv- 
atives, J.A.M.A. 170:2048-2054 (Aug. 22) 1959. 


phis M. J. 34:262 (July) 1959. 


What is the proper balance between teaching and research activities? 
This is an individual problem. Some individuals certainly will render 
their greatest contribution in research, others in teaching. Local condi- 
tions, including a school’s resources and general administrative policies, 
also determine teaching assignments and research support. In general, 
however, it may be agreed that the interests and development of under- 
graduate students and thus of our future scientists and scholars demand 
a reasonable degree of exposure to the best scholars of the present. If so, 
academic faculty position must retain or recapture the ideal of a syn- 
thesis rather than a dichotomy of its two major responsibilities —Nash, 
T. P., Jr.: Research and Teaching or Research Versus Teaching? Mem- 
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Long ago men realized that, fora 
tree to withstand the storm, its 
roots must reach deep as its 


branches spread high. 
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The strength of Blue Shield is the 
strength of the medical profession. 
They sustain each other as do 
root and branch. As one doctor put 
it: “I believe that free medicine can 
survive only with Blue Shield. 
They are not identical entities, but 
they are so mutually interdepend- 
ent that neither one will go much : 
farther without the active support 


of the other” BLUE SHIELD 
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can readily penetrate to the affected site; 

local tissue is prepared for faster regrowth of cells. 

In infection, the fibrin wall is breached while 

the infection-limiting effect is retained. In acute 

cases, response is often dramatic. In chronic 

cases, VARIDASE Buccal Tablets can stimulate 

a successful response to primary therapy 
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for routine use in injury and infection 
.new simple buccal route 


VARIDASE Buccal Tablets should be retained in the buccal 
pouch until dissolved. For maximum absorption, 
patient should delay swallowing saliva. 

Dosage: One tablet four times daily usually for five days. 
When infection is present, VARIDASE Buccal Tablets 
should be given in conjunction with ACHRoMycIN® V 
Tetracycline with Citric Acid. 

Each VaripasE Buccal Tablet contains: 10,000 Units 
Streptokinase and 2,500 Units Streptodornase. 

Supplied: boxes of 24 and 100 tablets. 
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Bitter Apple (Citrullus Colocynthis) Poisoning 
A Discussion of Its Use As An Abortifacient 


ROMAN L. PATRICK, M.D.* 
EDWARD N. WILLEY, M.D. 


and 


BERNARD F. FETTER, M.D. 
DURHAM 


The history of bitter apple is well docu- 
mented until recent times. It has been 
known as colocynth, bitter cucumber, and 
bitter gourd. The plant, Citrullus colocyn- 
this, is a member of the melon family or 
Cucurbitaceae"). It is native to the Medi- 
terranean region, Western Asia, and Afri- 
ca. The rind of the fruit is thick and yel- 
low. The pulp is light and spongy and filled 
with seeds. In the Ebers papyrus, written 
about 1500 B.c., colocynth is mentioned in 
30 out of 877 recipes‘*'. Egyptian physicians 
were aware of it as a drastic purge. The 
fruit is also mentioned as a purge in the 
Bible (II Kings 4:38-41). 


Other references to colocynth of histor- 
ical interest are numerous"). In Lancet of 
1868 we find an interesting clinical and 
pathological presentation of a case of colo- 
cynth intoxication't’. The patient had vom- 
iting and diarrhea terminating fatally in 
48 hours. 


Roe“) has presented one of the most 
thorough descriptions of the clinical course 
of a case of colocynth intoxication. His pa- 
tient, a 25 year old woman, took 75 grains 
in powder. Vomiting began in about one 
hour. Severe diarrhea and vomiting con- 
tinued until she was exhausted and de- 
hydrated. After 24 hours abdominal pain 
and diarrhea persisted, but the patient tol- 
erated oral feeding. She had an uneventful 
recovery. The author commented on the un- 
certain action of the drug and the wide 
range of toxic symptoms. Apparently a 
fatal dose is a dram (4 Gm.). “In most 
cases it has been taken as an abortifaci- 
ent.”) In doses of 30 to 60 grains toxic ef- 
fects include shooting pains in the limbs, 
muscular weakness, drowsiness, abundant 
salivation, and signs of dehydration. Larger 


Read before the Section on Pathology, Medical Society of 
the State of North Carolina, Asheville, May 6, 1959. 

(From the Department of Pathology, Duke University Med- 
ical Center, Durham. North Carolina.) 

*(Trainee of the National Cancer Institute) 


doses give rise to trismus and marked tonic 
contraction of the limbs. “Nearly all the 
cases wherein doses of 110 gr. and over 
were taken have ended fatally, and in these 
cases the central nervous system is usually 
affected; giddiness, tinnitus with increasing 
deafness, and, in one case, partial facial 
paralysis have been noted. With regard to 
postmortem changes, in some cases nothing 
abnormal has been found.’’'*’ Von Oetting- 
ger'°’, in listing the symptoms of intoxica- 
tion, adds circulatory disturbances to the 
foregoing, as well as “irritation of the kid- 
ney resulting first in polyuria and later 
oliguria.”’ 

Rolfe’*) reported a case marked by vom- 
iting, diarrhea, and shock. The patient re- 
covered after treatment with morphine and 
digitalis. Abortion did not occur. 

Standard textbooks of toxicology base 
their statements upon these authors'*’. 


Chemistry of Colocynth: 

In 1858 Walz'® wrote that colocynth con- 
tains a bitter glucoside designated ‘‘colocyn- 
thin,” to which he ascribed the improbable 
formula C;,Hs,O2;. This formula has even 
been incorporated in contemporary litera- 
ture’), Walz further stated that there was 
an amorphous resin which received the 
name “colocynthein” and a tasteless crystal- 
line compound, “colocynthitin.” Henke!) 
was unable to demonstrate the glucosidic 
character of the yellow amorphous powder 
which Walz termed “colocynthin.’”’ Other 
authors''*) elaborated additional character- 
istics of the various fractions; however, 
Power''*) states that there is no evidence 
that any of these products were pure or 
homogeneous substances and that the com- 
parison of them was chiefly related to cer- 
tain color reactions which are by no means 
specific. He adds that it is quite safe to as- 
sume that the products referred to were 
very indefinite mixtures. 

Power and associates‘'*) performed the 
most nearly complete and detailed analysis 
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of the fruit. They isolated the following: 
From the alcoholic extract, water soluble 
substances included a _ dihydric alcohol, 
Coe H3g02(OH)»; an amorphous alkaloidal 
principle, which is a very weak base and 
from which no crystalline derivative could 
be prepared; a quantity of inorganic salts; 
a little sugar; and a very small amount of 
an amorphous glucosidic substance. The 
water insoluble fraction consisted chiefly of 
resinous material; alpha-elaterin; hentria- 
contane, a phytosterol, Csoz;H4.0; 
and a mixture of fatty acids. 

The seeds contained traces of the alka- 
loidal principle, a small amount of enzyme 
which hydrolyzed beta—glucosides, and a 
quantity of fatty oils. 

Power also determined that the purga- 
tive action is due to at least two principles, 
one alkaloidal and the other unidentifiable 
but present in both the ether and chloro- 
form extracts of the resin. 

Two cases will be presented and their re- 
lationships to the foregoing discussed ma- 


terial presented above. 


Case Reports 
Case 1 

An 18 year old Negro woman who reportedly 
had given birth to an illegitimate child approxi- 
mately one year previously was brought to the 
emergency room at 1:50 A.M. by a Negro woman 
who purported to be her grandmother. She was 
again pregnant. Algor and livor mortis without 
rigor mortis were present. Two weeks after ne- 
cropsy the State Police informed us that according 
to her family she had come to Durham the day 
before her death for the express purpose of under- 
going an abortion. After her arrival on the after- 
noon of August 27 no details of her activities are 
known. According to her grandmother, she had 
collapsed at 12:30 A.M. in the bathroom. Despite 
the suspicious nature of the death, the coroner 
disclaimed interest in the case, Authorization for 
the necropsy was obtained from a parent. 

At autopsy the livores mortis were red-purple 
and posterior. Rigor mortis was complete. There 
were no external abnormalities. Striae albicantae 
and diastasis recti were noted. The upper margin of 
the uterine fundus was 18 cm. above the pubis. The 
abdominal and thoracic cavities were normal; the 
serous surfaces were dry. The heart was of normal 
size and appearance; the coronary arteries were 
patent, with only focal superficial lipid deposits in 
the intima. The aorta also had a few scattered 
longitudinal lipid streaks. The heart blood was 
liquid and was sterile both in anaerobic and aero- 
bic cultures, Centrifugation showed no hemolysis 
and the postmortem hematocrit was 40 per cent, 
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without abnormal cellular sediment. Spectroscopy 
revealed only oxyhemoglobin. The upper respira- 
tory tract was patent, and the neck structures were 
intact. The lungs were crepitant and the bronchi 
and arteries were patent and entirely normal. The 
veins in the pelvis, legs, and feet were free of 
thrombi. The thymus weighed 50 Gm. but did not 
compress the trachea or otherwise appear unusual. 
The abdominal organs appeared normal except for 
congestion of the spleen and liver. The oropharynx 
and esophagus were normal. 


From the stomach and proximal] jejunum about 
550 ce. of viscid brown granular material was col- 
lected for toxicologic analysis. The enteric con- 
tents emitted a pungent odor somewhat resembling 
vanilla extract. Although compared with all the 
pharmacologic vehicles in the hospital and with 
many volatile poisons, it was not identified, The 
entire bowel from mid-jejunum downward was 
nearly free of contents except for mucus; the 
complete absence of particulate matter in the colon 
was especially remarkable. The mucosa was intact 
throughout, with only a moderate erythema, es- 
pecially in the smal] intestine. The urinary tract 
was norma]. No urine was present. The genital 
tract was normal; the cervix showed no signs of 
instrumentation. The uterus was gravid, measur- 
ing 18 cm. in length, with an intact amnion and 
sterile fluid in both aerobic and anaerobic media. 
The fetus weighed 200 Gm., measured 21 cm., 
crown-heel, and was normal. The pituitary gland 
showed anterior lobe hyperplasia and weighed 1.2 
Gm. The thyroid, parathyroid, adrenals, pancreas, 
and ovaries were unremarkable except for a large 
hemorrhagic corpus luteum in the right ovary, The 
skull and vertebral column were intact. The brain, 
meninges, arteries, and venous sinuses were normal. 


Extensive microscopic examination confirmed the 
gross impressions. There was focal pulmonary 
atelectasis and edema, a moderate degree of con- 
gestion in the liver and spleen, lymphoid hyper- 
plasia of the thymus, and the usual gravid changes 
commensurate with a five-month gestation. Sec- 
tions of the heart, central and peripheral nervous 
systems, voluntary muscles, lymph nodes, vessels, 
bones and marrow were normal, as were sections 


of the fetus. 


Case 2 


A 33 year old Negro woman, para 5-0-5, gravida 
6, was admitted to another hospital at 9:45 P.M., 
October 10, 1958, with nausea, vomiting, diarrhea, 
and abdominal pain of 24 hours’ duration. Her 
blood pressure was 70 systolic, 0 diastolic, and she 
was thought to be in labor. Treatment consisted 
of bed rest, olive oil given by mouth, demulcents, 
antibiotics, and intravenous fluids. This therapy 
was continued for 24 hours with no changes in 
blood pressure, Diarrhea persisted. Because of 
failure to respond to therapy, she was referred to 
Duke Hospital, arriving at 10:00 P.M. October 11. 
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The patient had had five illegitimate children, 
and had an intelligence quotient of 41 (Stanford- 
Binet). On April 9, 1958, she had had a bilateral 
partial salpingectomy, authorized by the North 
Carolina Eugenics Board. At that time she was 
confused. 

On admission to Duke Hospital the temperature 
was 36.8 C., pulse 90, respiration 48, and blood 
pressure 80 systolic, 0 diastolic. The patient was 
semi-stuporous, but was able to move all extrem- 
ities. The abdomen contained a gravid uterus. 
Fetal heart sounds were not heard, and the cervix 
was closed. There was no edema of the extremities, 
There was generalized hyporeflexia and _ hyper- 
activity to stimuli. 

Admission laboratory data: The hemoglobin was 
8.5 Gm., hematocrit 29, white blood cell count 
17,400 with 69 polymorphonuclear neutrophils, 2 
stab cells, 23 lymphocytes, and 6 mononuclear 
cells. The sickle cell preparation was negative. 
Urine could not be obtained. The nonprotein nitro- 
gen was 46 mg. per 100 cc., the CO, combining 
power 18.3 mEq. per liter, sodium 133 mEq. per 
liter, chloride 92.6 mEq. per liter, potassium 2.5 
mEq. per liter, serum acetone negative. The lungs 
were clear by x-ray. A flat plate of the abdomen 
demonstrated a near-term fetus, The electrocardio- 
gram showed low T waves and sinus tachycardia. 

Course in hospital: There was no diarrhea or 
vomiting during hospitalization at Duke. The con- 
tinuous use of pressor amines was necessary to 
maintain the blood pressure at 70-80 mm. systolic. 
Approximately 16 hours following admission she 
delivered a 2,250 Gm. male infant spontaneously. 
The infant was in poor condition and expired af- 
ter 12 hours. Autopsy findings were not remark- 
able. There was no abnormal bleeding. During the 
entire hospital course, the total intake was 8,450 
cc., including 1,000 cc. of whole blood. The total 
output was 4,690 cc. The serum potassium never 
became greater than 2.6 mEq. per liter (with sev- 
eral determinations) in spite of administration of 
a total of 12 Gm. of KCl in the intravenous fluids. 
Lumbar puncture, findings were normal. Repeated 
urine, blood, and stool cultures were negative for 
pathogens. It became impossible to maintain the 
blood pressure and the patient expired October 15, 
five days after the onset of diarrhea. 

Autopsy findings: Most of the findings at autop- 
sy were related to shock. There was massive pitui- 
tary necrosis, selective neuronal necrosis (medulla 
predominantly), cloudy swelling of the liver and 
kidney, and mild fatty degeneration of the myo- 
cardium and renal tubules. Incidental findings in- 
cluded focal ulceration of the esophagus, focal pul- 
monary atelectasis, mild cardiac hypertrophy, mul- 
tiple small tumorlets of the lungs, five intact me- 
dial defect aneurysms of the circle of Willis, surgi- 
cal interruption of the Fallopian tubes and absence 
of the appendix, and bone marrow findings compati- 
ble with iron deficiency anemia. The intestinal 
tract contained very little fecal material, and there 
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was congestion of the intestines and gallbladder. 
There was neither bacteriologic nor histologic evi- 
dence of uterine infection, 


Comment 


The outstanding features that these 2 
cases share are (1) unwanted pregnancy 
and (2) acute fatal illness of short duration 
characterized by severe diarrhea. We were 
told by law enforcement officers that the 
first patient came to this city to have an 
abortion performed, whereas tubal ligation 
was performed on the second after she had 
become pregnant. We may speculate that in 
both cases vascular collapse resulted from 
acute hypovolemia, as was certainly so in 
the second case. We can only surmise 
whether or not the pituitary necrosis was 
responsible for the continuation of shock 
in the second case. Certainly patients with 
similar cases have recovered, subsequently 
exhibiting hypopituitarism"). 

A colleague in obstetrics stated that he 
had recently seen a number of patients who 
presented nausea, vomiting, severe diarrhea, 
and prostration. Several of these had ad- 
mitted ingesting bitter apple because of its 
reputed efficacy as an abortifacient. From 
communications which he has had, and 
which we have had from other sources, 
there is some reason to believe that the use 
of bitter apple as an abortifacient may be 
comparatively widespread among parts of 
the Negro population throughout the south- 
east. We have determined that it can be 
purchased without a prescription, in any 
desired quantity, in the form of a crude 
pulp or as an extract in various cathartic 
preparations. A poll conducted by a social 
worker in this hospital revealed that ap- 
proximately half of the adult Negroes in- 
terviewed were familiar with colocynth. 
Many admitted to having taken the drug in 
small quantities as a tonic or laxative; how- 
ever, considerable evasion was encountered 
when it was suggested that bitter apple was 
also in use as an abortifacient. 

In any medicolegal problem in which a 
toxic agent is involved, methods for its de- 
tection are indispensable. In our hands, 
however, the various color reactions de- 
scribed in treatises dealing with toxicology 
have not been satisfactory in identifying 
the crude pulp of colocynth nor its different 
extracts in amounts which would be fatal 
in man. Froéhde’s reagent, for example, is 
commonly cited as a reliable means of de- 
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tecting the alkaloidal fraction of colo- 
cynth'**'®), In our laboratory however, this 
reagent has not proved useful even in de- 
tecting alkaloids in the direct extract of the 
pulp. In addition, there are many other sub- 
stances which give a false positive reaction. 
Personal communication from the labora- 
tories of Eli Lilly and other independent 
workers in the field convince us that others 
have had this same difficulty. By consider- 
ing the various constituents of the fruit and 
the extremely large amount of material 
which was necessary for Power''® to iso- 
late small quantities of each constituent, 
the inherent difficulties in identifying any 
one of them can readily be appreciated. In 
our second case, because of the five day 
period between the onset of illness and 
death, any attempt to identify colocynth 
would not have been feasible. In the at- 
tempt to eliminate other poisons, a deter- 
mination for heavy metals was performed 
and was negative. In the first case the small 
amount of gastrointestinal contents made 
it almost a foregone conclusion that chem- 
ical demonstration of its presence would 
not be possible. Successful isolation from 
tissues is not recorded. Even so, we have 
performed these examinations without suc- 
cess. 

In the first case the major portion of the 
gastric and upper intestinal contents was 
submitted for toxicologic examination, 
which was negative for alkaloids. The re- 
mainder was washed with water in search 
of particulate matter. Few gross frag- 
ments were found. A fragment of undi- 
gested meat and one kidney bean were 
found, and several small fragments of white 
pulp-like material were separated. The lat- 
ter grossly appeared identical with crude 
colocynth. Botanical examination showed 
that it was microscopically identical with 
colocynth. The quantity ingested, however, 
is uncertain. 

Many problems are inherent in the inter- 
pretation of these cases. It is well known 
that the presence of an agent in the gastro- 
intestinal tract does not prove that death 
is due to this agent. We have been unable 
to demonstrate chemically the presence of 
colocynth in the autopsy specimens. This is 
of no significance for two reasons. First and 
most important, the fruit does not give the 
chemical reactions suggested in the litera- 
ture. Second, in one of the cases the time 
interval was too long. The only reason for 
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presenting these 2 cases along with the ma- 
terial concerning bitter apple is circum- 
stantial. Each patient was pregnant and 
wished to be aborted. Bitter apple is used 
as a cathartic and an abortifacient. After 
analyzing the material presented above, we 
feel that the only possible way to establish 
the diagnosis of colocynth poisoning is by 
history. If this be so, there may well be 
many undiagnosed cases of such poisoning. 
Better chemical tests are certainly neces- 
sary. 

In an effort to study the physiologic and 
anatomic effects of bitter apple, a dog and 
several guinea pigs received the crude pulp. 

A 36 pound female dog which received 
up to 5 Gm. of the pulp incurred severe 
diarrhea and became markedly weak. The 
dose was not fatal, however. The animal 
was sacrificed. An autopsy failed to disclose 
any anatomic lesion except mild congestion 
of the gastrointestinal tract, which was 
nearly devoid of contents. Six guinea pigs, 
weighing approximately 1,100 Gm. each, 
received an aqueous suspension of the crude 
pulp via stomach tube. Each animal was 
given 1 Gm.; however, varying amounts 
were regurgitated. Diarrhea was observed 
in all animals. Five of these animals died 
between 18 and 102 hours following admin- 
istration of the drug. The sixth animal was 
sacrificed 140 hours after the feeding of 
colocynth. As in the dog, the only signifi- 
cant findings in these animals at autopsy 
was evidence of diarrhea. 

Summary 

The literature concerning colocynth has 
been reviewed. It has been shown that the 
present chemical tests recommended for the 
demonstration of the drug are unreliable. 
The difficulties in unequivocally establishing 
colocynth intoxication are discussed in the 
light of 2 cases presented. 


Note: Since writing this paper we have found other color 
tests which are said to be useful in identifying colocynthin 
(Bamford, F.: Poisons, Philadelphia, Blakiston, 1947, p. 259.) 
Unfortunately, we have not had the opportunity to pursue 
these leads. Paper chromatography is also being investigated 
(Faust, R., and others: The Antineoplastic Action of Chem- 
ical Fractions of Citrullus colocynthis on Sarcoma 37. J. Am. 
Pharm. A. 47:1-5, 1958). 
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The Doctor and the Deaf Child 


BEN E. HOFFMEYER, M.A. 
MORGANTON 


The handicap of deafness is not one that 
strikes often. There is approximately one 
deaf child of school age to 8,000 population. 
We have 465 white deaf children in a state 
of approximately three and one-half million 
white people. By deaf children, I mean those 
children who have a hearing loss severe 
enough to prevent their progress in a pub- 
lic school. There are many more hard of 
hearing children who can attend regular 
school classes, with or without a hearing 
aid. 

Realizing the Seriousness of the Handicap 

Deafness is a tremendous educational and 
social handicap that unfortunately has been 
greatly underestimated in the past. 

Dr. Helmer R. Myklebust of Northwest- 
ern University has the following to say 
about the nature of deafness and its effect 
on the total organism"): 

Hearing and vision are the distance senses. 
Normally, these senses continuously supplement 
each other. However, vision is usually directed 
specifically to the task at hand (foreground) while 
hearing serves to keep the individual in contact 
with the total environment (background), This is 
based on the natural, inherent aspects of hearing 
and vision. For example, vision is directional—we 
see only in front of us—while hearing is nondi- 
rectional, covering and keeping in touch with the 
total environment simultaneously and continuous- 
ly...thus, vision, as much as possible, must be 
used for both foreground and background purposes. 
In addition, the kinesthetic sense becomes the 
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sense of awareness and warning. Vibrations are 
felt, then the sense of seeing is directed to ex- 
plore the situation further: Instead of hearing and 
vision, the supplementing senses now become 
kinesthesis and vision. However, kinesthesis is a 
much less effective sense than hearing for contact 
and exploratory purposes. There are always dis- 
crepancies between what an individual thinks the 
environment is like and what it is really like, But 
when the individual is deaf this discrepancy is 
likely to be greater...It is becoming apparent, 
and the new understanding of the deaf child must 
emphasize, that it is very difficult to know what 
the real world is like when you do not hear; it is 
easier when you are deaf to accept distortions on 
the basis of misconception. Deafness causes the 
individual to behave differently...It causes the 
individual to see differently, to smel] differently, 
to use actual and kinesthetic sensation differently, 
And perhaps more important than all of these, but 
because of them, the deaf person perceives differ- 
ently. As a result of all these shifts in function- 
ing, his personality adjustment and behavior are 
also different. To say that the deaf person is like 
the hearing person, except that he cannot hear is 
to oversimplify, and to do an injustice to the deaf 
child. His deafness is not only in the ears, it per- 
vades his entire being...To see this is not to be 
pessimistic, it is not to be hopeless. It is to see 
deafness for the severe organismic deprivation 
which it is. The program then is broad, not nar- 
row, It varies according to the individual needs of 
children; it considers basic differences such as age 
of onset, etiology, degree of deafness, and per- 
sonality differences.’’'!) 


So when we think of deafness, we gen- 
erally do not fully realize what hearing does 
for us. Helen Keller once said in gn inter- 
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view with a New York Times reporter: 
“Deafness is even more isolating than blind- 
ness.” 


Helping Parents Face Reality 


I beg of you doctors to help parents to 
face reality if their children have incura- 
ble deafness. There are parents who com- 
pound the problem by clinging to the hope 
that hearing can be restored by medical or 
magical means. They plead for fenestra- 
tion, spinal adjustments, faith healers, 
hearing aids purchased without discrim- 
ination—even airplane rides. Slightly more 
realistic parents may accept their child’s 
handicap, but expect the use of a hearing 
aid to endow him with perfect hearing, 
normal speech and language, and no observ- 
able handicap. The truth is, that in most 
cases of severe deafness, there will always 
be a handicap. The well adjusted parent 
aims to help the child become a competent, 
happy, well adjusted person with a hear- 
ing impairment, rather than a pale, poor 
imitation of a hearing person always labor- 
ing to conceal his handicap. 

I fully realize that a parent will often go 
from doctor to specialist, to clinic and back 
again, hoping to get the answer he wants to 
hear. So often these parents are sure the 
child hears because he responds to the pass- 
ing of a truck or an airplane, the slamming 
of a door, or a loud shout. These he may do, 
but still be unable to acquire speech and 
language through hearing. Sound percep- 
tion and the discrimination of speech sounds 
are two different things. It has been said 
that there is no such thing as a totally deaf 
person. That is true, for sound, highly am- 
plified, becomes feeling, and a person will 
respond to it. But is it hearing? Certainly 
not, as far as everyday living is concerned. 


Making the Diagnosis 


Early diagnosis is crucial, and is not al- 
ways easy. The audiometer is far from 
adequate for a child under 6 years of age. 

Dr. John E. Bordley of Baltimore says: 

“In any discussion of the establishment of hear- 
ing status in preschool children, certain facts have 
to be rememberéd, When the clinician attempts to 
measure hearing €@fficiency in a child under 2 years 
of age, he...is dealing with a patient who, under 
normal -circumstances, has very little ability to 
communicate- and -whose speech,. at best, must- be 
limited to a Vocabulary of a few words. 
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Several very helpful techniques for evaluation of 
hearing in infants or in children of the preverbal 
group have evolved through the years, The 
Ewings in England have worked with infants in a 
very successful method of screening infants in 
well-baby clinics by the use of what could be 
termed environmental audiometry. 

The psychogalvanic skin resistance test (PGSR) 
has been very successfully carried out in children 
as early as one week after birth. At this period, 
little attempt has been made to establish a ihres- 
hold for hearing. The object has been merely to 
establish sound perception. 

In the preverbal group, calibrated toys and 
noise makers can be used successfully. 

As the child approaches schoo] age, pure tone 
audiometry can be begun and speech hearing test- 
ing with simple word lists becomes accurate and 
easy. Discrimination tests can be made _ when 
warranted at this point.”'?! 

I also quote from Dr. Hollie E. McHugh: 

“There are four major groups of children who, 
because of their failure to develop normal speech 
at the appropriate time, are suspected of having 
impaired hearing, namely, the deaf or hard of 
hearing, the brain injured (including those with 
aphasia), the mentally retarded, and the autistic 
or emotionally disturbed. 

Approximately 50 per cent of the children who 
have failed to acquire speech by the age of two 
and a half years are reported to have a significant 
peripheral hearing loss; the remaining 50 per cent 
have some central dysfunction as the basic cause 
of their handicap.’’() 


Indications for Special Aids and 
Educational Procedures 


The age of onset and the degree of hear- 
ing loss govern the educational procedures. 
In general, a critical point is reached when 
the loss is at 30 decibels. Communication 
difficulties begin at this level, unless a hear- 
ing aid is used. 

Another critical point is when the loss is 
perhaps a little more than 60 decibels, for 
then even with a hearing aid, lipreading 
must be used to supplement hearing. 

If a child becomes deaf before three years 
of age and has a loss of 60 or more decibels, 
he will not develop speech and language 
sufficient for normal communication. He 
will need special educational measures. 

In other words, if a child has a loss of 60 
or more decibels, he will need extensive 
help, probably in a special school. The need 
varies with the degree of intelligence and 
emotional adjustment and the help he re- 
ceives at home or from his local school. 
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North Carolina is quite fortunate now in 
having four centers which have PGSR test- 
ing—namely, North Carolina Baptist Hos- 
pital, Winston-Salem, Dr. Malcolm B. Mc- 
Coy, audiologist; Duke University Hospital, 
Durham, Dr. Ralph A. Arnold and Dr. Rod- 
erick B. Ormandy, audiologists; North Car- 
olina Memoria] Hospital of the University 
of North Carolina, Chapel Hill, Dr. Newton 
D. Fischer, audiologist; and Charlotte Re- 
habilitation and Spastic Center, Mr..W. E. 
Rankin, audiologist. 

We have found referrals from these cen- 
ters very reliable. They assure us of the 
type and degree of hearing loss, and the 
type of hearing aid to use, if any; and this 
valuable information enables us to deter- 
mine whether or not the child is a candi- 
date for our school. We do not require all 
prospective students to have a PGSR, but 
certainly strongly urge it. 

Dr. S. Richard Silverman of St. Louis 
says: 

“If we are guided by the dimension of hearing 
loss, educational guidance for children with im- 
paired hearing should recognize: 

Group 1: Less than 30 decibels. The child may 
having difficulty in hearing faint to distant 
speech; he is likely to ‘get along’ in school, and 
he has normal speech, 
Group 2: 30 to 45 decibels. Conversational speech 
is understood at a distance of 3 to 5 feet without 
too much difficulty. The child may have some 
articulatory defects, and he may have difficulty 
in school if the speaker’s voice is faint or if his 
face is not visible. 

Group 3: 45 to 60 decibels. Conversation needs 

to be loud to be understood, and the child has 

difficulty in group and classroom discussion. 

Language, especially vocabulary, may be limited 

and deviations of articulation and voice are noted. 

Group 4: 60 to 80 decibels. The child may be 

able to hear voices about one foot from the ear. 

He may identify environmental] noises and may 

distinguish vowels, but he will have difficulty 

with consonants. His voice may show signs of 
deviation. Speech and language need to be taught. 

Group 5: 80 plus decibels. The child may hear 

some loud sounds, Speech and language need to 

be developed through training.” 

The Special Education Program in North 
Carolina is having a difficult struggle to 
get enough teachers to provide the hard of 
hearing child with the speech and language 
training he needs. Too often the attitude is 
taken that the hard of hearing child only 
needs speech correction; this is not true. 
His basic lack is language development, 
which retards him in all phases of his edu- 
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cation. A half-hour of help per day is not 
sufficient, and most’ special education 
teachers are so overloaded that they cannot 
spare more time than this. 
Hearing aids 

When is a hearing aid indicated? The 
audiogram is the guide for a child of school 
age. The child with a hearing loss of 30 
decibels in the better ear should be fitted 
with a hearing aid. He should be made to 
realize, however, that no mechanical aid 
will insure perfect hearing, despite the op- 
timistic claims of some manufacturers. 

Great harm is often done in requiring 
children to wear hearing aids for long 
periods of time in the initial stages. Often 
a child is turned against a hearing aid be- 
cause he was forced to wear it for long 
periods before he became accustomed to it. 
A hearing aid is not a comfortable instru- 
ment to wear, and time and guidance are 
necessary to make a child a faithful user. 

Nearly all deaf children can profit some 
from auditory training. Those who are pro- 
foundly deaf can get only accent and rhy- 
thm through a hearing aid; they do not get 
speech patterns, Experience has shown that 
lipreading is materially enhanced by the 
use of a hearing aid in most cases. I would 
like to emphasize, however, that each deaf 
child is an individual, and that a hearing 
loss does not automatically make all deaf 
children alike. The educative processes can- 
not be determined purely by an audiogram. 


Lipreading 

Lipreading, sometimes called speechread- 
ing, is a skill, and the ability to master it 
varies from person to person. The eye and 
the ear together appear to be better than 
either functioning alone. Lipreading is a 
very useful skill, especially when only two 
persons are involved. A skilled lipreader, 
however, finds it quite inadequate in a 
group. Since he has no way of knowing 
who is about to speak, he soon becomes lost 
in a group conversation. 


Speech for the deaf 


Developing speech in the deaf child is 
one of the most difficult educative processes. 
Only a trained teacher endowed with pa- 
tience and skill can develop speech in a 
child who has never heard it nor ever will 
hear it. There are 46 speech elements in the 
English language. The position and sound 
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of each of these elements must be mastered 
by the deaf child through vision and feeling. 


Speech and lipreading can be developed 
to a very useful degree in approximately 
75 per cent of the students who come to a 
state school for the deaf. This percentage 
can be increased only if the school is pri- 
vate and can select its student body. In a 
state school for the deaf, where all educible 
deaf children are accepted, at least 25 per 
cent will never acquire speech and lipread- 
ing to a degree adequate for conversation. 
This group will have to resort to pad and 
pencil or manual means of communication. 
Any organization or educational] institution 


that promises more, unless its students are 
selected, is guilty of misrepresentation. 


Procedures of the North Carolina 
School for the Deaf 


Parents of prospective deaf students are 
required to bring the deaf child to the North 
Carolina school for the deaf prior to en- 
rollment. We very much like to establish 
contact with these parents at the earliest 
age possible after the diagnosis of deafness 
is made. We can guide them in their ad- 
justment to having a deaf child in the fam- 
ily and assure them that the child will re- 
ceive adequate care and professional] teach- 
ing at the North Carolina School for the 
Deaf. 


The North Carolina School for the Deaf 
at Morganton, admits pupils at 5 years of 
age. All pupils are given an opportunity to 
learn speech and lipreading. After approx- 
imately five years of concentrated work in 
these areas, we are generally able to decide 
which students will be able to continue oral 
instruction and which will have to resort to 
other means of education. Those who can- 
not learn orally must be given special edu- 
cation within special education, which 
means we must use any effective methods 
to further their education that can be de- 
vised. 


The first two years of school are un- 
graded, for the deaf child is void of vocab- 
ulary, and before grade work can begin 
there must be two years of concentrated 
language and speech development. The 
normal deaf child, therefore, requires 14 
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years to complete high school. The more 
intelligent deaf student has an opportun- 
ity to go to college. There is one college for 
the deaf in the world: Gallaudet College of 
Washington, D.C. While few very outstand- 
ing deaf students can attend regular col- 
lege, this achievement is considered quite 
unusual. 


The North Carolina Schoo] for the Deaf 
offers extensive vocational courses for boys 
and girls. The boys have an opportunity to 
learn printing (linotype), dry cleaning and 
pressing, machine shop and welding, and 
wood-working, including cabinet making. 
The girls have an opportunity to learn 
typing, key-punch operation, rower sewing 
machine operation, and hosiery looping. A 
complete home economics course is required 
of all girl graduates. 


The North Carolina School for the Deaf 
is entirely state supported, except for a 
$25.00 yearly fee for schoo] and dormitory 
supplies. 


Conclusion 


Again I urge physicians to be realistic 
in dealing with the parents of a deaf child. 
If he has a hearing loss of more than 70 
decibels, do not lead the parents to think 
that one or two years at the North Carolina 
School for the Deaf will solve his education- 
al problem, and that after that he can re- 
turn to public school. Some children are 
returned to public school. It is much wiser, 
however to state honestly that only time 
will tell whether or not this is possible. 


Deafness is not a minor handicap, and it 
behooves all of us to face the fact, for if 
we, the normal, cannot be realistic about 
the handicap of deafness, how can we ex- 
pect the deaf to adjust to it? 
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SPECIAL REPORT 


REPORT OF ACTIONS OF 
THE HOUSE OF DELEGATES 
AMERICAN MEDICAL ASSOCIATION 
THIRTEENTH CLINICAL MEETING 
DECEMBER 1-4, 1959 


DALLAS, TEXAS 


Freedom of choice of physician, relations 
between physicians and hospitals, a scholar- 
ship program for deserving medical stu- 
dents and relative value studies of medical 
services were among the major subjects 
acted upon by the House of Delegates at 
the American Medical Association’s Thir- 
teenth Clinical Meeting held December 1-4 
in Dallas. 

Dr. Chesley M. Martin of Elgin, Okla- 
homa, was named as the 1959 General Prac- 
titioner of the Year for his outstanding con- 
tributions to the health and civic affairs of 
his home community. Dr. Martin, who has 
practiced in Elgin for the past 44 years, 
was the thirteenth recipient of the annual 
award and the first Oklahoman to be so 
honored. 

Speaking at the Tuesday opening session 
of the House, Dr. Louis M. Orr of Orlando, 
Florida, A.M.A. President, urged the na- 
tion’s physicians to take a more active in- 
terest in the whole area of politics, public 
affairs, and community life. Dr. Orr also 
asked physicians and medical societies to 
do a more effective job of telling medicine’s 
positive story, adding that “if more people 
knew more about the things we support and 
encourage, they would listen to us much 
more carefully about those occasional things 
that we oppose.” 

Two nationally known political leaders 
from Texas also addressed the Tuesday 
morning session. Senator Lyndon B. John- 
son, majority leader in the U. S. Senate, 
called for a “politics of unity” which will 
enable Americans to exert strength and de- 
termination in an effort to create a world in 
which all men can be free. Speaker of the 
U. S. House of Representatives Sam Ray- 
burn urged greater attention to the task of 
educating young people in the principles of 
American government and giving them a 
desire to perpetuate it. 

Total registration through Thursday, 
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with half a day of the meeting still remain- 
ing, had reached 4,727, including 2,742 
physicians. 

Freedom of Choice 

In considering four resolutions which in 
various ways would have changed or re- 
placed the statements on freedom of choice 
of physician which the House adopted in 
June, 1959, when acting upon the recom- 
mendations in the report of the Commission 
on Medical Care Plans, the House re- 
affirmed the following two statements ap- 
proved in Atlantic City: 

1. “The American Medical Association be- 
lieves that free choice of physician is the 
right of every individual and one which he 
should be free to exercise as he chooses.” 

2. “Each individual should be accorded 
the privilege to select and change his phy- 
sician at will or to select his preferred sys- 
tem of medical care, and the American 
Medical Association vigorously supports the 
right of the individual to choose between 
these alternatives.” 

However, in order to clarify and 
strengthen its position on the issue of free- 
dom of choice of physician, the House also 
adopted this additional statement which 
was submitted as a substitute amendment 
on the floor of the House: 

3. “Lest there be any misinterpretation, 
we state unequivocally that the American 
Medical Association firmly subscribes to 
freedom of choice of physician and free 
competition among physicians as being pre- 
requisites to optimal medical care. The 
benefits of any system which provides 
medical care must be judged on the degree 
to which it allows of, or abridges, such free- 
dom of choice and such competition.” 


Physician-Hospital Relations 

The House received 12 resolutions on the 
subject of relationships between physicians 
and hospitals. To resolve any doubt about 
its position, the House did not act upon any 
of the resolutions but instead reaffirmed 
the 1951 “Guides for Conduct of Physicians 
in Relationships with Institutions.” It also 
declared that “all subsequent or inconsis- 
tent actions are considered superceded.” 

The House also accepted recommenda- 
tions that (1) the House of Delegates ac- 
knowledge the need to strengthen relation- 
ships with hospitals by action at state and 
local levels, (2) the Board of Trustees of 
the Association continue to maintain liai- 
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son with the Board of Trustees of the 
American Hospital Association, and (3) the 
Council on Medical Service review this en- 
tire problem to ascertain if there have been 
actions inconsistent with the 1951 Guides. 

Those Guides summarize the following 
general principles as a basis for adjusting 
controversies: 

“1. A physician should not dispose of his 
professional attainments or services to any 
hospital, corporation or lay body by what- 
ever name called or however organized un- 
der terms or conditions which permit the 
sale of the services of that physician by 
such agency for a fee. 

“2. Where a hospital is not selling the 
services of a physician, the financial ar- 
rangement if any between the hospital and 
the physician properly may be placed on any 
mutually satisfactory basis. This refers to 
the remuneration of a physician for teach- 
ing or research or charitable services or the 
like. Corporations or other lay bodies pro- 
perly may provide such services and em- 
ploy or otherwise engage doctors for those 
purposes. 

“3. The practice of anesthesiology, path- 
ology, physical medicine and radiology are 
an integral part of the practice of medicine 
in the same category as the practice of sur- 
gery, internal medicine or any other desig- 
nated field of medicine.” 


Scholarship Program 


To help meet the need for an increasing 
number of physicians in the future, the 
House approved the creation of a special 
study committee which was asked to: 

1. Present a scholarship program, its de- 
velopment, administration and the role of 
the American Medical Association in ful- 
filling it. 

2. Ascertain the maximum to which med- 
ical schools could expand their student 
bodies while maintaining the quality of 
medical education. 

3. Ascertain what universities can sup- 
port new medical schools with qualified 
students and sufficient clinical material for 
teaching—either on a two year or a full 
four year basis. 

4. Investigate the securing of competent 
medical faculties. 

5. Investigate financing of expansion and 
establishment of medical schools. 
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6. Investigate financing of medical edu- 
cation as to the most economical methods of 
obtaining high quality medical training. 

7. Develop methods of getting well-qual- 
ified students to undertake the study of 
medicine. 

8. Investigate the possibility of relaxing 
rigid geographic restrictions on the admis- 
sion of students to medical schools. 

The House urged that the special commit- 
tee be implemented promptly with adequate 
funds and staff so that it may make an 
initial report by June, 1960. 


Relative Value Studies 

Reaffirming a previous policy statement, 
the House approved in principle the con- 
ducting of relative value studies by each 
state medical society, rather than a nation- 
wide study or a series of regional studies 
by the A.M.A. The House also reiterated its 
authorization for the Committee on Medical 
Practices to inform each state medical as- 
sociation, through regional or other meet- 
ings, of the purpose, scope and objectives 
of such studies, the steps to be followed in 
conducting studies, the problems which may 
be encountered, and the manner in which 
the results can be applied. 

The House recognized, however, that 
some state medical societies are either not 
interested in relative value studies or are 
actively opposed to them. It pointed out that 
some state medical associations fear that 
the regional conferences of the Committee 
on Medical Practices will put pressure on 
them to carry out such studies and that this 
will result in the adoption of “fixed fees.” 

Since the regional conferences are educa- 
tional in nature, the House said, it remains 
for each state or county medical association 
to accept or reject the idea of a study in its 
area. 

The House expressed awareness of the 
fact that this is still a controversial matter. 
It commended the Committee on Medical 
Practices, however, for its effort to carry 
out the instructions of the House, and it 
urged the committee to continue its educa- 
tional work. 

Miscellaneous Actions 

In considering 44 resolutions and a large 
volume of annual, supplementary, and spe- 
cial reports, the House also: 

Learned that the A.M.A. Board of Trus- 
tees has appointed a liaison committee to 
meet with a similar committee of the 
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American Osteopathic Association to con- 
sider matters of common concern; 

Emphasized that local medical societies 
should insure that no member violates 
ethical traditions as they relate to owner- 
ship of pharmacies or stock in pharmaceu- 
tical companies; 

Approved the plan of the Committee on 
Medical Rating of Physical Impairment to 
publish its new guide on the cardiovascular 
system in the A.M.A. Journal; 

Recommended that Association councils 
and committees, whenever feasible, hold 
their meetings in the remodeled Chicago 
headquarters ; 

Called for investigation of the need, de- 
sirability and feasibility of establishing a 
home for aged and retired physicians; 

Commended Dr. F. S. Crockett, retiring 
chairman of the Council on Rural Health, 
for his many years of devoted duty; 

Urged active promotion and careful study 
of the newly developed ‘Guides for Medical 
Care in Nursing Homes and Related Facil- 
ities” ; 

Suggested that fees for consultative ex- 
aminations under programs of the Bureau 
of Old Age and Survivors Insurance should 
be adjudicated directly between the state 
medical society and the state agency in- 
volved ; 

Registered a strong protest to the Vet- 
erans Administration, urging _ stricter 
screening of non-service-connected disabil- 
ity patients admitted to government hos- 
pitals; 

Reiterated the Association’s support of 
Blue Shield concept and directed the Coun- 
cil on Medical Service to submit at the June, 
1960, meeting its recommendations con- 
cerning a policy statement on A.M.A. re- 
lationship with Blue Shield plans; 

Suggested that S. J. Res. 41, a bill which 
would institute a separate program of in- 
ternational medical research, be delayed 
until an over-all assessment can be made of 
proposals now before Congress dealing with 
domestic and international medical re- 
search; 

Endorsed the program of the Education- 
al Council for Foreign Medical Graduates 
but also urged that judicious consideration 
be given to local problems involved in the 
July 1, 1960, deadline for certification of 
foreign graduates; 

Urged that medical schools include in 
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their curricula a course on the social, poli- 
tical, and economic aspects of medicine; 

Declared that the threat of nuclear war- 
fare has imposed a tremendous responsibil- 
ity on the medical profession, which must 
be prepared to assume a critically impor- 
tant role in such an event; 

Suggested that the A.M.A. make available 
to school libraries information and litera- 
ture showing the advantages of private 
medical care and the American free enter- 
prise system; 

Stated that examinations to determine 
the physical and mental fitness of aircraft 
crew members should be made by doctors 
of medicine with special knowledge and pro- 
ficiency in certain techniques; 

Urged the American people to get proper 
tetanus toxoid, original and booster, and 
other immunizations as indicated from their 
physicians, and called on A.M.A. members 
to cooperate in an educational program on 
tetanus immunization; 

Recommended that all state and county 
medical societies establish programs for the 
inspection and testing of all fluoroscopes 
and radiographic equipment; 

Approved the Speaker’s proposal that the 
opening session of the House, at the Inter- 
im Meeting, be moved from Tuesday morn- 
ing to Monday morning, with the reference 
committees meeting on Tuesday and the 
House reconvening on Wednesday after- 
noon ; 

Called upon each individual physician to 
wage “a vigorous, dynamic and uncompro- 
mising fight” against the Forand type of 
legislation ; 

Urged state and local medical societies 
and individual physicians to implement the 
A.M.A. program for recruitment of high- 
grade medical students; 

Changed the title of the Section on Sur- 
gery, General and Abdominal, to the Section 
on Genera] Surgery; 

Accepted with appreciation a $2,500 con- 
tribution by Smith, Kline and French Lab- 
oratories toward establishment of a suit- 
able award honoring the name of Dr. Thom- 
as G. Hull, retiring secretary of the Council 
on Scientific Assembly, and 

Reaffirmed the “Suggested Guides to Re- 
lations Between Medical Societies and Vol- 
untary Health Agencies,’ which were 


adopted at the December, 1957, meeting in 
Philadelphia. 
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1960 

Although the first decade of the twen- 
tieth century will not end until the last day 
of the year, 1960 is generally hailed as the 
beginning of another decade. It is doubtful 
if any similar period of time since the 
birth of Christ has been more eventful than 
has this century—with the possible excep- 
tion of the era after the discovery of Amer- 
ica. 

This century has already experienced 
two World Wars; a major world-wide de- 
pression; the beginning of the Welfare 
State; unprecedented material prosperity; 
and the emergence of the United State and 
Russia as the two most powerful nations on 
earth, each with widely differing ideologies. 

Scientific tests have succeeded in unleash- 
ing the terrific energy of the atom, with its 
power for good or evil. Fantastic speed in 
the air is now commonplace. The conquest 
of space is the next objective. 

Medicine has made spectacular gains. In- 
fectious diseases that have been scourges of 
man for centuries have been virtually elim- 
inated; giant strides have been made in 
surgery; arthritis is better understood; and 
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the average life span has increased from 
about 40 years in 1900 to the Biblical three 
score and ten. 

In North Carolina our State University 
School of Medicine was expanded to a four- 
year school. Our state now has three ap- 
proved four-year medical schools, graduat- 
ing about 200 young doctors every year. 
These schools with their teaching hospitals 
are three medical centers which attract 
thousands of patients every year. No longer 
need a patient leave the state to get the 
latest methods of diagnosis and treatment. 

These achievements have brought prob- 
lems. Our prosperity has been achieved to 
a great extent by mortgaging future indi- 
vidual, municipal, state and federal in- 
comes. The steel strike settlement may 
initiate another round of inflation, with 
further devaluation of the dollar and in- 
crease in the cost of living. 

The mastery gained over disease and the 
resultant increased life span, with a birth 
rate virtually stationary, threatens. the 
world with an explosive increase in popula- 
tion, which may precipitate more struggles 
for living room. One shudders to think of 
the consequences of a great war in which 
the fearful instruments of destruction now 
available might be used. Man has created 
what could be a veritable Frankenstein mon- 
ster. If the human race is not capable of 
controlling its own inventions, does it de- 
serve to survive? 

Let us hope and pray that answers to our 
many problems may be found before the 
century ends—and that man’s inventive 
genius will turn to making instruments for 
peace rather than for war. 

The last two stanzas of Kipling’s master- 
piece, the Recessional, were quoted in this 
Journal nine years ago, but are so appro- 
priate for our time that they are repeated 
here: 

If, drunk with power, we loose 

Wild tongues that have not Thee in awe— 

Such boasting as the Gentiles use 

Or lesser breeds without the Law— 

Lord God of Hosts, be with us yet, 

Lest we forget, lest we forget! 


For heathen heart that puts her trust 
In reeking tube and iron shard— 

All valiant dust that builds on dust— 
And guarding calls not Thee to guard— 
For frantic boast and foolish word, 
Thy mercy on Thy people, Lord! 
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DR. W. S. RANKIN 


A most appropriate birthday celebration 
was the dedication on January 18 of the W. 
S. Rankin Health Center, “built by the citi- 
zens of Charlotte and Mecklenburg Coun- 
ty,” and “dedicated to the promotion, pro- 
tection and preservation of the health of 


all the people.” 


It is hard for his friends who know his 
energy and forward-looking nature to 
realize that this day marked the eighty- 
first anniversary of his birth—but the 
record shows that he was born in Cabar- 
rus County, January 18, 1879. Few North 
Carolina doctors have had as distinguished 
a career as he, or have rendered greater 
service to mankind. 


His first public service was teaching in 
the infant Wake Forest two-year medical 
school. As its dean he was largely respon- 
sible for its gaining recognition as an ex- 
cellent training ground in the _ basic 
sciences. 


In 1909 he became North Carolina’s first 
whole-time State Health Officer, and with- 
in the next 16 years made our State Health 


Department a model for other states. 
In 1925 he became director of the Hos- 


pital and Orphan Section and a trustee of 
the Duke Endowment. He retired as di- 
rector, but is still a consultant to the Hos- 
pital and Orphan Section. 


Among his many honors Dr. Rankin has 
been president of the American Public 
Health Association; trustee of the Ameri- 
can Hospital Association; the first chair- 
man of the Charlotte Board of Health; a 
member of the North Carolina Medical 
Care Commission; and a trustee of Wake 
Forest College. He has been given honorary 
Doctor of Science degrees by Duke Uni- 
versity, the University of North Carolina, 
Davidson College, and Wake Forest Col- 
lege. 


For once, the editor of the NORTH CAR- 
OLINA MEDICAL JOURNAL is inserting a per- 
sonal note. It was his privilege to have Dr. 
Rankin for his first medical teacher. The 
high professional standards taught and 
practiced by the young teacher have been 
an inspiration for more than half a cen- 
tury. At the risk of being sentimental, the 
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editor wants to acknowledge here a debt of 
gratitude to his former teacher, and to say 
that Dr. Watson Rankin has served as an 
ideal whose example he has tried to follow 
in his own practice and teaching. 

* * & 


THE MISSISSIPPI DOCTOR 

The December issue of the Mississippi 
Doctor marks the end of its publication as 
the last private-owned state medical journ- 
al, after 37 years and 7 months. During 
most of its existence it has been edited by 
Dr. W. H. Anderson, with the able help of 
his wife, Mrs. Mildred P. Anderson. 

Dr. Anderson has generously given the 
journal to the Mississippi State Medical As- 
sociation. Beginning January, 1960, it will 
be the Association’s official organ, and will 
join the State Medical Journal Advertiser’s 
Bureau group of state journals. 

In the November issue of the Mississippi 
Doctor, Dr. Fount Richardson, president of 
the American Academy of General Practice, 
has a salute to Dr. Anderson. This JOURNAL 
quotes with approval Dr. Richardson’s con- 
cluding words: 

“As publication of the Mississippi Doctor 
is taken over by a state-managed organ, its 
editor can look back on many years of ac- 
complishments... 

“Like many a physician, Dr. Anderson’s 
retirement from the publication of his 
journal does not mean that he is retiring 
from medicine... He will be doing his part 
in medical care, unless he becomes incapa- 
citated, for years to come. He has served 
organized medicine, his community, his 
state, and his patients. What doctor has 


done more? Few have done as well.” 
* 


A CONTROLLED STUDY 

A justifiable criticism of many, if not 
most, recent papers evaluating new drugs 
is that their effects are not compared with 
a control group, and too often conclusions 
are based on the patients’ subjective re- 
sponses. It is easy for an investigator to 
let his own enthusiasm influence his pa- 
tients’ responses. Many glowing reports 
on the merit of some new drug have had to 
be retracted or modified later. 

The paper in this issue by Drs. Ira and 
Bogdonoff is a model study of a new oral 
diuretic drug, benzydroflumethiazide (Na- 
turetin). It was given for the same periods 
of time as the well known chlorothiazide 
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(Diuretin). For the same period no diuretic 
was given. No clinical comments were of- 
fered, and the weight loss was the sole cri- 
terion of results. This was slightly less 
with the new drug than with chlorothia- 
zide, but the difference was considered in- 
significant. 


Congratulations are due Drs. Ira and 
Bogdonoff for their excellent study. May 
other studies be as well controlled as theirs. 


ORCHIDS FOR DUKE HOSPITAL 


A reporter for Medical Economics (De- 
cember 21) asked a number of doctors who 
have had occasion to observe closely the 
teaching hospitals in the United States to 
name the ones which they thought offered 
the best training programs. They all agreed 
on a list of 13 hospitals that they consid- 
ered at the top. The criteria used in the 
evaluation were: 


1. Plenty of interesting clinical material 
with rapid turnover 


2. Emphasis on using case material 
rather than lectures and academic work 


3. Increasing responsibility for the care 
of patients by house officers 


4. Only the essential amount of super- 
vision by the chief of service 


5. Adequate outpatient emergency and 
radiology departments; all clinical special- 
ties well represented; and a good library 
and laboratory. 


North Carolina can be proud that Duke 
was given second place. The only other 
Southern hospital included was Johns Hop- 
kins, which was fifth on the list. 


Seventeen other hospitals were placed 
on a second All-American team. The South- 
ern hospitals in this list were Charity Hos- 
pital in New Orleans, Vanderbilt Univer- 
sity Hospital in Nashville, Tennessee, and 
Walter Reed Hospital in Washington, D. C. 
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MASCULINITY AND SMOKING 


Although a study reported in the Decem- 
ber 18 issue of Science—the weekly maga- 
zine of the American Association for the 
Advancement of Science—was_ supported 
by the Tobacco Industry Research Commit- 
tee, if it gains wide circulation it may do 
more than the fear of cancer to discourage 
men from smoking. The report concerns a 
study made of 252 Harvard students who 
were selected in 1938-1942 as apparently 
normal individuals. 

Part of the study included their smoking 
habits and also their masculinity as de- 
termined by their morphologic features. 
Their masculine components were classi- 
fied as strong, moderate, weak, and very 
weak. The study, as reported by Dr. Carl 
C. Seltzer, indicated that 96.7 per cent of 
the non-smokers, 90.4 per cent of the mod- 
erate smokers, and 82.8 of the heaviest 
smokers has a strong masculine component. 
Of the non-smokers, 3.27 per cent had a 
moderate masculine component, compared 
with 7.5 per cent of the moderate smokers 
and 8.6 per cent of the heaviest smokers. 

None of the non-smokers were tagged as 
having a weak masculine component, but 
2.1 per cent of the moderate and 7.5 per 
cent of the heaviest smokers were so la- 
beled. The only one with a very weak one 
was a heavy smoker. 

Dr. Seltzer commented that ‘These less 
masculine persons tend to have an aversion 
to strenuous exercise and sports, are apt 
to be low in physical fitness or hard mus- 
cular work, and are often poor in muscu- 
lar coordination. In the sphere of person- 
ality structure, they appear to be more 
sensitive in affect and manifest a greater 
degree of instability of the autonomic 
nervous functions. They are apt to be less 
well integrated and more ideational, crea- 
tive, and intuitive. They are more frequent- 
ly shy and asocial and more frequently have 
traits of self-consciousness and _ inhibi- 
tions.” 

One may naturally wonder if the efforts 
now being made on TV commercials to 
identify the cigaret smoker as the outdoor, 
hunting, fishing, hard-riding he-man mean 
that some Madison Avenue agent has seen 
an advance copy of this report. At least 
the publication indicates that the Tobacco 
Industry Research Committee hews to the 
line, let the chips fall where they may. 
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COMING MEETINGS 


Watts Hospital Symposium—Durham, February 
18. 

Sixth Annual North Carolina Conference on Chil- 
dren with Special Needs: “The Gifted Child’—Duke 
University, Durham, February 25-26. 

Greensboro Academy of Medicine, Annual Meet- 
ing—Greensboro, March 24. 

Ninth Annual Cancer Symposium, sponsored by 
the Forsyth County Medical Society in cooperation 
with the Forsyth Cancer Service—Winston-Salem, 
March 31. 

Eighth Annual North Carolina Hospital Food 
Service Institute—North Carolina State College, 
Raleigh, April 6-8, 

Medical Society of the State of North Carolina 
Annual Meeting—Raleigh, May 8-11. 

American Academy of Occupational Medicine— 
Williamsburg, Virginia, February 10-12. 

American Society of Psychosomatic Dentistry 
and Medicine, Annual Meeting—Shoreham Hotel, 
Washington, D.C., March 11-13. 

American College of Chest Physicians, Thir- 
teenth Annual Postgraduate Course in Diseases of 
the Chest—Sheraton Hotel, Philadelphia, March 
14-18. 

American Academy of General Practice, Twelfth 
Annual Scientific Assembly—Philadelphia, March 
21-24, 

American Association for the History of Medi- 
cine—Charleston, South Carolina, March 24-26. 

Chicago Committee on Trauma of the American 
College of Surgeons, Fourth Postgraduate Course 
on Fractures and Other Trauma—Chicago, April 
27-30. 

Fourth National Cancer Conference under the 
sponsorship of the American Cancer Society, Na- 
tional Cancer Institute—Minneapolis, Minnesota, 
September 13-15. (Address inquiries to the Amer- 
ican Cancer Society, Medical Affairs Department, 
521 West 57th Street, New York 19.) 


NEW MEMBERS OF THE STATE SOCIETY 

The following physicians joined the Medica] So- 
ciety of the State of North Carolina during the 
month of December, 1959: 

Dr. Octavius Bianchard Bonner, Jr,, 36 Oakwood 
Drive, Chapel Hill; Dr. Conway Hamilton Ficklen 
306 North 11th Street, Wilmington. 


NEWS NOTES FROM THE 
UNIVERSITY OF NORTH CAROLINA 
SCHOOL OF MEDICINE 

The University of North Carolina School of 
Medicine held a _ pediatric-cardiology symposium 
here January 13-15. 
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This symposium will be postgraduate work in 
heart disease in childhood with emphasis on re- 
lation of clinical findings to disturbances of the 
patient. 

The speakers on the symposium will be faculty 
members of the Department of Pediatrics and 
Medicine of the UNC School of Medicine. Dr. Ed- 
ward Lambert of the University of Buffalo and Dr. 
Robert F. Castle of the Duke University School of 
Medicine will be guest participants. 

Additional information on this event may be 
had from the UNC School of Medicine, Chapel 
Hill. 

* 

The first University of North Carolina medical 
postgraduate courses of the new year will be held 
at Edenton, Rocky Mount and Roanoke Rapids. 

The weekly lectures got under way in Edenton 
on Wednesday, January 13, The lectures wil] con- 
tinue in Edenton for the next six weeks with the 
cxeeption of the week of February 7. 

Beginning Thursday, January 14, the lectures 
will alternate between Rocky Mount and Roanoke 
Rapids with the first being at Rocky Mount. No 
lectures will be held during the week of February 
7 due to a conflict with the Watts Hospital Sym- 
posium in Durham. 

The courses are sponsored by the UNC School 
of Medicine and the UNC Extension Division. The 
Edenton course is co-sponsored by the First Dis- 
trict Medical Society. The Rocky Mount-Roanoke 
Rapids course is co-sponsored by the Edgecombe- 
Halifax-Nash Medical Societies. 

The visiting lecturers for the two courses will 
be Dr. Fred R. McCrumb, University of Maryland 
School of Medicine; Dr, Laurence S. Fallis, Henry 
Ford Hospital, Detroit, Michigan; and Dr. Ben- 
jamin Manchester, George Washington University 
School of Medicine. 

Faculty members of the UNC School of Medicine 
who will take part in the two courses include Drs. 
Arthur H, London, Luther M. Talbert, Jeffress G. 
Palmer, James F. Newsome and Paul L. Bunce. 

Physicians desiring additional] information on 
these courses may write the Office of Continuation 
Education, UNC School of Medicine, Chapel Hill. 

Dr. Warner Wells of the Department of Sur- 
gery of the University of North Carolina School of 
Medicine delivered the Fall Humanities Lecture at 
the University of North Carolina on December 16. 
The title of his speech was “Our Technological 
Dilemma: An Appraisal of Man as a Species Bent 
Upon Self Destruction.” 


* 


The work of Dr. John A. Ewing, associate pro- 
fessor of psychiatry, has received prominent at- 
tention in a national magazine. 7; 

The article, explaining Dr. Ewing’s work in 
alcohlism, was carried in the December issue of 
Cosmopolitan magazine. It explains Dr, Ewing’s 
work in group psychotherapy not only with the: 
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alcoholic husband, but with the patient’s wife. Dr. 
Ewing’s co-workers is his three and a half year 
program at Chapel Hill have been Virginia Long 
and Gustave G. Wenzell. 

The conclusions on this particular point of 
treatment showed that the husbands made greater 
improvements when the wives attended the con- 
current meetings. The value of the meetings for 
wives was in the explanation of the disease of al- 
coholism as well as what wives could do to aid in 
the treatment of the disease. 

Dr. Richard L. Dobson of the University of 
North Carolina School of Medicine delivered a 
paper at a meeting of the American Academy of 
Dermatology in Chicago recently. His presentation 
dealt with recent studies of the histochemistry of 
corrective tissue. 

* 

Dr. William P, Richardson, assistant dean for 
Continuation Education, has announced plans for 
a Physicians’ Institute on Alcoholism to be held 
at the University of North Carolina School of 
Medicine on April 6. This will be a one-day pro- 
gram. 

Participants in the program include: Dr. John 
A. Ewing, associate professor of psychiatry, Uni- 
versity of North Carolina School of Medicine; Dr. 
Thomas T. Jones, Durham; Dr. Norbert L. Kelly, 
associate director, the North Carolina Alcoholic 
Rehabilitation Program; Dr. Donald E. McDonald, 
director (medical) of the North Carolina Alcoholic 
Rehabilitation Program; Dr. Charles T. Wil- 
kinson, Wake Forest; and Dr. George C. Ham, 
professor and chairman of the Department of Psy- 
chiatry, University of North Carolina Schoo] of 
Medicine. 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 

A new research training program in psychiatry 
is scheduled to be initiated at the Duke University 
Medical Center this year. 

Purpose of the program is to provide more re- 
search scientists in the fields of mental health and 
disease. 

Financial support scheduled to total $165,000 
over a five-year period has been allotted to Duke 
by the National Institutes of Health, principal re- 
search arm of the U. S. Public Health Service. 

Trainees in the program will be persons with 
potentiality for research careers who hold the 
M.D. degree and who are engaged in or have com- 
pleted their residency training in psychiatry. 

Dr, Ewald W. Busse, chairman of the Medical 
Center’s Department of Psychiatry, said that the 
two-year training period will include formal in- 
struction, contacts with established investigators in 
psychiatry and other fields, participation in short- 
term and long-term research projects, and par- 
ticipation in conferences and seminars. 
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Ralph L. Drake has been appointed director of 
Duke Hospital’s Outpatient Department, accord- 
ing to an announcement by Charles H. Frenzel, 
hospital superintendent. 

Formerly an assistant director of the Outpatient 
Department, Drake succeeds L. R. Jordan, who re- 
signed to become director of the Teaching Hos- 
pital and Clinics at the University of Florida. 


* * 


Colonel Albert J. Glass, chief psychiatry and 
neurology consultant to the Office of the Surgeon 
General, Department of the Army, delivered a 
lecture at the Duke University Medical Center on 
January 12. He spoke on “Psychological Problems 
in Disaster Situations.” 

His appearance was sponsored by the Medical 
Education for National Defense (MEND) pro- 


gram. 


NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF 
WAKE FOREST COLLEGE 
Dr. James A, Harrill, professor of otolaryngol- 
ogy, has been elected president-elect of the For- 
syth County Medical Society. He will succeed Dr. 
Charles R. Welfare, assistant professor of clinical 
internal medicine, in late 1960 or early 1961. 


The trustees of the Z. Smith Reynolds Founda- 
tion have awarded a grant of $150,000 to the 
Medical School to continue the program of scholar- 
ships. The plan provides for eight scholarships of 
six years each for students who plan to remain in 
North Carolina to practice medicine. 


* 


On January 1 the 60-room Graylyn main house, 
closed one year ago as the adult psychiatry unit 
of the Bowman Gray School of Medicine, was re- 
opened as a multiphasic center for exceptional 
children. The function of the Center will be to deal 
with emotional neurologic problems confronting 
children. The entire program is under the direc- 
tion of Mr. Joseph R. Grassi, assistant professor 
of psychology at Bowman Gray and director of the 
Medical School’s Psychology, Reading and Speech 
Center at Reynolda. 


Dr. Henry G. Cramblett, former assistant pro- 
fessor of pediatrics at the State University of 
Iowa, joined the faculty of Bowman Gray on Jan- 
uary 1. His position here is that of associate pro- 
fessor of pediatrics, director of the virology 
laboratory and associate in microbiology and pa- 
thology. Dr, Cramblett’s specialty is infectious 
diseases in children. 
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NORTH CAROLINA SURGICAL ASSOCIATION 

The North Carolina Surgical Association held 
its fall meeting at the Carolina Hotel, Pinehurst, 
on October 11, 12, 13, 1959. 

The program consisted of papers by Dr. E. R. 
Hipp on “Diagnosis and Treatment of Colonic 
Polyps”; by Dr. Donald Koontz on “Differential 
Diagnosis of Pelvic Pain in the Female”; by Dr. 
Alfred Hamilton on “Treatment of Pelvic Pain in 
the Female”; and a panel discussion by Dr. Josh 
Camblos, Dr. William Noel, Dr. Addison Brenizer, 
Dr, George Paschal, and Dr. Joe Patterson on 
“Surgical Treatment of the Peptic Ulcer.” 

Officers elected were Dr. Isaac E. Harris, Jr., 
Durham, president; Dr. Theodore S. Raiford, Ashe- 
ville, president-elect; Dr. Richard Myers, Winston- 
Salem, vice-president; Dr. Alfred Hamilton, Ral- 
eigh, secretary-treasurer, Dr. Woodall Rose, Ral- 
eigh, assistant secretary-treasurer. 


NORTH CAROLINA ACADEMY OF 
GENERAL PRACTICE 

Dr. Ralph B, Garrison of Hamlet was installed 
as president of the North Carolina Academy of 
General Practice at Jamaica on November 11 while 
on a Caribbean cruise sponsored by the Academy 
and the Bowman Gray Schoo] of Medicine of Wake 
Forest College. He was elected to the office during 
the annual meeting of the academy held in Greens- 
boro in October. 


NORTH CAROLINA HOSPITAL 
Foop SERVICE INSTITUTE 

The Eighth Annual North Carolina Hospital 
Food Service Institute is to be held at North Car- 
olina State College, Raleigh, April 6, 7, 8. This 
Institute is planned for food service supervisors 
employed in hospitals having 20 or more beds. 
Particular emphasis will be placed on helping the 
supervisor who serves in an administrative capac- 
ity. Certificates will be given to those attending 
the entire Institute. 

Miss Myrtle B. VanHorne, Project Director, 
Food Service Supervisor Program, American Die- 
tetic Association, will participate on the program 
and will also serve as a consultant throughout the 
institute. Several of the program high lights in- 
clude: a discussion on being a better supervisor; 
a demonstration on the use of nonfat dried milk 
in budget menus; group discussions on planning 
the diabetic diet; and a presentation on quality 
food versus food costs. 

The registration fee is $7.50 for persons work- 
ing in North Carolina and $10.00 for out-of-state 
registrants, North Carolina hospitals will receive 
announcements. Food Service Supervisors working 
in other states who would like to attend are asked 
to write to the North Carolina Hospital Food Serv- 
ice Institute. State Board of Health, Raleigh, North 
Carolina. 
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This institute is co-sponsored by the North Car- 
olina Hospital Association, the North Carolina 
Dietetic Association, and the North Carolina State 
Board of Health. 


AMERICAN BOARD OF 
OBSTETRICS AND GYNECOLOGY 

The next scheduled examinations (Part II), oral 
and clinical fer all candidates will be conducted 
at the Edgewater Beach Hotel, Chicago, Illinois, 
by the entire Board from May 11 through 16, 1960. 
Formal notice of the exact time of each candidate’s 
examination will be sent him in advance of the 
examination dates. 

Candidates who participated in the Part I Ex- 
aminations will be notified of their eligibility for 
the Part II Examinations as soon as possible. 

The deadline date for the receipt of new and re- 
opened applications for the 1961 examinations is 
August the first, 1960. Candidates are urged to 
submit their applications as soon as vossible before 
that time. 


AMERICAN MEDICAL WRITERS ASSOCIATION 

The January issue of the Mississippi Valley 
Medical Journal is the annual American Medical 
Writers’ Association issue of that publication and 
contains the presentations given at the Annual 
Meeting of the Association and its Conference on 
Medical Writing held at St. Louis last October 2-3. 
There are numerous presentations (25) on various 
phases of medical communications including the 
technical aspects of medical writing, publishing 
and editing, and the contributions of other arts 
and sciences to medical writing. 


AMERICAN COLLEGE OF SURGEONS 

Dr. John Paul North, Dallas, Texas, has become 
the director of the American College of Surgeons, 

An analysis of the 1959 poliomyelitis experience 
by Dr. I. S. Ravdin, Chairman, Board of Regents, 
American College of Surgeons. He will succeed 
Dr. Paul A. Hawley, the College’s Director since 
March, 1950. 


AMERICAN COLLEGE OF CHEST PHYSICIANS 

The thirteenth annual postgraduate course in 
diseases of the chest will be held at the Sheraton 
Hotel in Philadelphia, March 14-18, under the 
sponsorship of the American College of Chest 
Physicians and the Laennec Society of Philadel- 
phia. 

Tuition, including daily luncheons and the ban- 
quet on March 14, will be $75 for members of the 
A.C.C.P. and $100 for non-members, The number 
of registrants for the course are limited, and ap- 
plications will be accepted in the order in which 
they are received. Address the American College 
of Chest Physicians, 112 East Chestnut Street, 
Chicago 11, Illinois. 
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AMERICAN ACADEMY OF ARTS AND SCIENCES 

The American Academy of Arts and Sciences 
has announced three one thousand dollar prizes to 
be awarded annually to the authors of unpublished 
monographs—one each in the fields of the human- 
ities, social sciences, and physical and biological 
sciences. 

The final date for receipt of manuscripts by the 
committee on awards is October 1, 1960. Full de- 
tails may be secured on request by sending a 
stamped self-addressed envelop to the Committee 
on Monograph Prizes, American Academy of Arts 
and Sciences, 280 Newton Street, Brookline Station 
Boston 46, Massachusetts. 


AMERICAN SOCIETY OF PSYCHOSOMATIC 
DENTISTRY AND MEDICINE, INC. 


The annual meeting of the American Society of 
Psychosomatic Dentistry and Medicine will be held 
at the Shoreham Hotel, Washington, D. C., from 
Friday evening, March 11, to the afternoon of 
Sunday, March 13, preceding the District of Colum- 
bia Dental Society Meeting. 

For detailed program, contact Dr. Jesse Caden, 
Chairman Program Committee, 5213 Connecticut 
Avenue, Washington 15, D. C. 
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INTERNATIONAL CONGRESS OF 
PHYSICAL MEDICINE 


The Third International Congress of Physical 
Medicine will be held August 21-26, 1960, inclu- 
sive, at The Mayflower, Washington, D. C. 

The preliminary prospectus covering the inter- 
national conference carries in detail information 
on registration, application to present a paper, a 
scientific exhibit, a scientific film, ete. A copy of 
this preliminary program may be had on request 
by writing: Dorothea C. Augustin, Executive Sec- 
retary, Third Internationa] Congress of Physical 
Medicine, 80 N. Michigan Avenue, Chicago 2, Illi- 
nois, 


INTERNATIONAL MEDICAL ASSEMBLY 

The twenty-fourth annual session of the Inter- 
national Medical Assembly of Southwest Texas 
will be held in San Antonio, Texas, January 25-27, 
1960 at the Hilton Hotel. 

Those interested in receiving further information 
or in registering may write Dr. A, O. Severance, 
President, or Mr. S. E. Cockrell, Jr., Executive 
Secretary, 202 West French Place, San Antonio 12, 


Texas. 
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WORLD FEDERATION 
OF NEUROLOGY 

Inauguration of worldwide reporting of advances 
in the rapidly developing field of neurological 
sciences through its new official medica] journal, 
World Neurology, has been announced by the 
World Federation of Neurolegy (WFN), interna- 
tional group representing neurology societies in 
42 nations. 

Scheduled for monthly publication beginning 
July, 1960, World Neurology medical papers will 
be printed in four languages—French, German, 
English and Spanish. Editorial offices will be in 
the United States, and the journal will be pub- 
lished by Lancet Publications, division of Modern 
Medicine Publications, Inc., Minneapolis, Minne- 
sota, 

Editor-in-chief is Dr. Charles M. Poser, Univer- 
sity of Kansas School of Medicine, currently on 
leave as Medica] Executive Officer to the World 
Federation. 


U. S. DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 
Addition of unsaturated fats and oils to the 
otherwise unchanged ordinary diet will not reduce 
blood cholesterol and prevent heart attacks and 
strokes, the Food and Drug Administration said 
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recently. Representations to the public that salad 
oils, shortenings, oleomargarine, and similar pro- 
ducts have value for these purposes are false and 
misleading and will cause such products to be mis- 
branded, FDA declared in a statement of law-en- 


forcement policy published in the Federal Register. 


About 87 million Americans have now had at 
least one shot of polio vaccine and 68 million have 
had three or more injections, according to new 
estimates announced today by the Public Health 
Service. 

The figures were released during a day-long 
meeting of representatives of health and medical 
organizations who were called to Washington by 
the Public Health Service to review the 1959 polio 
experience and to map out ways of promoting 
further vaccinations before next summer. 

Among persons under 40, more than 34 million, 
or almost 30 per cent, have had no vaccine. Among 
children under 5 years of age, the group that ac- 
counted for 43 per cent of the paralytic cases this 
year, four and one-half million have had no vac- 
cine. 

An analysis of the 1959 polio experience Disease 
showed that the vaccine had proved to be at least 
90 per cent effective this year in protecting per- 
sons who had had three or more doses, 

(Continued on page 44) 
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BOOK REVIEWS 


The Modern Family Health Guide. Edited 
by Morris Fishbein, M.D. 1001 pages. Price, 
7.50. New York: Doubleday & Company, 
Inc., 1959. 

This book is the most satisfactory work of its 
kind that this reviewer has seen. The first 398 
pages are devoted to a discussion of the basi 
modern concepts about health and disease: diet, 
diseases of special systems, medica] statistics, an 
various periods of life, from infancy to old age. 

The next 600 pages give in alphabetical order 
definitions of medical terms, followed by a compre 
hensive index. Care has been taken to integrate 
the contents of the book so as to avoid unnecessary, 
duplication and yet give specific answers to ques 
tions in the reader’s mind. 

The language in the whole book is as clear as it 
can be without sacrificing accuracy. The medica! 
advice given is sound, and should neither alarm 
the reader nor lead him to unwise self-diagnosis, 
and_ self-medication. 

The book represents the combined effort of 27 
contributors, each an authority in his field, It re- 
flects the editorial genius of the veteran medical 
editor, Dr. Morris Fishbein. It deserves the much 
overworked term of “a monumental contribution,” 
which any doctor can cheerfully recommend to his 
patients as a reliable source of medical informs- 


tion. 


Jewish Medical Ethics. By Immanuel Ja- 
kobovitch. $6.00, 381 pages. New York: 
Philosophical Library, 1959. 
The choice between moral autonomy or mora) 
automation is the most fateful alternative con- 
fronting mankind today, says Rabbi Jakobovitch, 


who in this book has given us the first compre- 


hensive treatise on the subject of Jewish medical 
ethics. No longer is the contest between science 
and religion a competitive search for truth, but 
rather a struggle between the supremacy of man’s 
creations and the supremacy of man himself. The 
perplexities of our age call for a renewal of the 


ancient partnership between medicine and religion. | 


This book is therefore a welcome addition to the 
literature of medical ethics which in the past has 
been heavily dominated by the contributions of 
Catholic moralists. The author does not confine 
himself to Jewish law since his historical approach 
necessitates tracing the religious views of medico- 
moral problems from antiquity to the present day. 
He frequently alludes to and summarizes Catholic 
and Protestant opinions on such _ controversial 
topics as eugenics, sterilization, abortion, euthan- 
asia, and post-mortem examination. As i; the case 
with most legal discussions, this book is a com- 
pilation of opinions, although this may be partly 
due to the fact that the book is an ougrowth of a 
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1955 doctoral dissertation at the University of Lon- 
don. Approximately one third of the book is de- 
voted to documentation, with the notes and refer- 
ences being given at the end of the book. There 
is an exhaustive bibliography of ancient and mod- 
ern Jewish medical writings and a good general 
bibliography on medical ethics, but no_ index. 
There is a type-setting error involving the dupli- 
cation of two lines of type on page 174 and there 
is a minor historical error in the dating of Ter- 
tullian 200 years after rather than before Augus- 
tine (page 137). 

The author recognizes that the decisions fea- 
tured in this book are mainly historical and can- 
not be used as practical directives either by pa- 
tients, doctors, or theologians apart from an ex- 
amination of the facts in each individual case. 
Nevertheless the author has succeeded in providing 
an introduction to teachings in an area where the 
three most vital disciplines of life—religion, law 
and medicine—meet and often overlap. The book 
will be warmly received by all interested in the 
history of medicine and by those who seek to un- 
derstand the contribution which religion can make 
as a guide to moral conduct in an often-perplexing 
scientific age. 


British Scientist Cites 
Versatility of Aspirin 

The remarkable therapeutic versatility of aspirin 
was the theme of a talk given by Dr. James Reid 
of Western Infirmary, Glasgow, Scotland, at the 
December seminar sponsored by the Sterling- 
Winthrop Research Institute, 

In addition to describing aspirin’s varied medical 
uses, Dr. Reid also advanced certain hypothese 
concerning its mode of action. Medical science still 
has not resolved the problem of how aspirin ac- 
tually relieves pain, reduces fever, eases inflam- 
mation on the rheumatic diseases, etc. 

Dr. Reid discussed his own clinical experiences, 
reported in British medical journals, which dem- 
onstrated that aspirin is effective in the treatment 
of diabetes. Its value in rheumatic fever, myxoe- 
dema and other diseases was also outlined. 


The Common Cold 

The ‘common cold’—our number one acute re- 
spiratory disease—is as puzzling as it is prevalent, 
with the cause still unknown in about 50 per cent 
of cases, according to a recent issue of Patterns of 
Disease, a publication prepared for and distributed 
to the medical profession by Parke, Davis & Com- 
pany. 

Many viral agents are incriminated in ‘coldlike 
illness’ but it “is possible that a continuing search 
for the etiologic agent will identify one specific 
virus as the cause of many colds,” the publication 
says. Specific immunity to reinfection recently has 
been demonstrated in human volunteers by direct 
challenge experiments. 
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The Month in Washington 


Congress embarked on a crucial election 
year session with expansion of the Social 
Security program shaping up as one of the 
major issues. 

It was virtually a foregone conclusion 
that some liberalization of the program 
would be voted in the Democratic-con- 
trolled Congress, but the key question was 
how far the changes would go. In every 
Presidential election year during recent 
years, the House and Senate have approved 
a broadening of the program. 

One of the prime reasons Social Security 
has been an election year “favorite” is that 
the program can be boosted without affect- 
ing the Federal budget. This is because it 
is financed through employer-employe con- 
tributions and is theoretically self-support- 
ing. 

Of special interest to physicians, of 
course, is the fate of the so-called Forand 
bill that would provide hospitalization, 
surgical services, and nursing home care for 
Social Security beneficiaries. This would be 
accomplished through even higher taxes 
on employes and employers than now sched- 
uled through already-voted step increases. 

Supporters of the controversial legisla- 
tion—vigorously opposed by the Adminis- 
tration, the American Medical Association, 
and allied organizations—launched their 
move to win enactment this session. 

Senator Pat McNamara, (D., Mich.), 
whose Senate Subcommittee on Aging held 
a series of hearings across the country dur- 
ing the recess, announced at the conclusion 
of the hearings that they showed a need for 
expanding Social Security to include health 
care for the aged. He indicated that he 
thought the Forand bill did not go far 
enough. 

A battery of speakers at a meeting here 
of the American Public Welfare Associa- 
tion also urged a sharp increase in bene- 
fits, with some advocating “cradle to grave’”’ 
security for all. 

Not all of the proposals for extending 
the program involved health care. 

The Administration indicated it would 
recommend some expansion, especially in 
the disability program under which the 


From the Washington Office of the American Medica] As- 


sociation. 
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Federal government helps the states pro- 
vide assistance to persons over age 50 
judged to be totally and permanently dis- 
abled. An influential lawmaker, Represent- 
ative Burr Harrison (D., Va.), disclosed 
that he would introduce legislation to re- 
move the age 50 limitation to allow all per- 
sons regardless of age to participate. He 
estimated this would not require any hiking 
of the taxes. Representative Harrison is 
chairman of a House Ways and Means Sub- 
committee that held recess hearings on ad- 
ministration of the disability program. 


Meanwhile, Chairman Wilbur Mills (D., 
Ark.) of the full Ways and Means Commit- 
tee cleared the way for full-scale hearings 
this Congressiona] session on the entire is- 
sue of Social Security. In listing specific 
phases to be considered, however, the law- 
maker did not mention the Forand proposal. 


A spokesman for the American Medical 
Association told the Federal Communica- 
tions Commission that the A.M.A. believes 
the best solution to objectionable advertis- 
ing and programs on television and radio 
is for the industry “to clean its own house.” 


Dr. Eugene F. Hoffman, co-chairman of 
the A.M.A.’s Physician’s Advisory Commit- 
tee on Television, Radio and Motion Pic- 
tures, declared ‘“‘the medical profession... 
stands ready to assist the networks and in- 
dividual stations in determining accuracy 
and good taste of broadcast material in- 
volving health or medicine—either commer- 
cial or public service.” 


Serial X-ray Films with Hypaque Called 
Useful in Arteriography 


The technique of cineroentgenography combined 
with image amplification, using the contrast agent 
Hypaque, offers considerable advantage in demon- 
strating changes in velocity of blood flow in dis- 
eased peripheral vessels which are not completely 
occluded, two investigators state in Connecticut 
Medicine (23:573, 1959). 

The procedure is described by Drs. Robert M. 
Lowman and Seymour Haber, Yale University 
School of Medicine. Its specific advantage “is the 
ability to time the passage of the dye from its site 
of injection to the site of occlusion, with ease.” 
Viewing is simplified by use of the image ampli- 
fier, they say, adding that the same thing can be 
done by employing routine fluoroscopic apparatus. 
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BULLETIN BOARD 


(Continued from page 41) 


Clinical Center Study on Thyroid Cancer 


The cooperation of physicians in nearby areas is 
requested in a study of carcinoma of the thyroid 
gland being conducted by the Radiation Branch of 
the National Cancer Institute in the Clinical Center 
of the National Institutes of Health, Bethesda, 
Maryland. This study has as its primary purpose 
a search for therapeutic methods which may fav- 
orably affect the course of this disease. ' 


This study has three major components, The 
first two components are concerned with the re- 
lationships of structure and function of tumor 
components to hormonal influences and to the up- 
take of radioactive iodine. The third component is 
related to the study, development, and detection 
of autoimmune antibodies developed to the putient’s 
own thyroid gland and thyroid cancer as the anti- 
gen and the possible response of thyroid cancer to 
this antigen. 


Patients appropriate to this program will be 
those in whom the diagnosis of cancer of the thy- 
roid is established and who present either without 
prior treatment or with demonstrable persistent 
or recurrent disease after prior treatment. Patients 
should not be in the terminal phase of the disease 
as such a circumstance allows no followup period 
for the determination of results. Accepted pa- 
tients will be studied for various periods of time 
and may be followed subsequently by either the 
referring physician or physicians at the Clinical 
Center. A comprehensive and individual program 
will be instituted for each patient and will in- 


January, 1960 


care as well as the experimental therapy study de- 
scribed above. 


Physicians interested in the possibility of re- 
ferring such patients should write or telephone: 
Charles G. Zubrod, M.D. 

Clinical Director 

National Cancer Institute 

Bethesda 14, Maryland 

(OLiver 6-4000, Ext. 4346) 
or 

J. Robert Andrews, M.D. 

Chief, Radiation Branch 

National Cancer Institute 

Bethesda 14, Maryland 

(OLiver 6-4000, Ext. 3351) 


Classified Advertisements 


WANTED: Male psychiatrist; Diplomate or with 
three years approved training; to join group 
practice 145-bed approved psychiatric hospital. 
Salary: $15,000-$18,000 first year; $20,000-$25.- 
000 second with incentive factor. Write Box 790 
care this Journal, Raleigh, N. C. 


ONE UROLOGICAL TABLE with X-ray equip- 
ment for sale. Write Douglas Hamer, Jr., M.D.. 
Box 658, Lenoir, N. C. 


GENERAL PRACTITIONER for agricultural and 
industrial supported rural community of eight 
thousand in Eastern North Carolina. L. A. Gard- 
ner, Chrm. Medical Service Committee, Saratoga 
Lions Club, Saratoga, N. C. 


DESIRABLE LOCATION for a physician. Contact 
Godley Realty Company, Mt. Holly Road, Char- 


clude appropriate supportive and symptomatic lotte, North Carolina. 
GREENSBORO 
ASHEVILLE KINSTON “vay 
~ 
BLumegrton 
MATERNAL DEATHS REPORTED IN NORTH CAROLINA 
SINCE JANUARY |, 1959 
W 


Each dot represents one death ps: 
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Underweight Children Gain and Retain Weight 
with Nilevar’ 


One of the most convincing evidences of the 
anabolic activity of Nilevar, brand of norethan- 
drolone, has been its ability to improve appetite 
and increase weight in poorly nourished, under- 
weight children. 

A highly important feature of the weight gain 

thus produced is that it is not ordinarily mani- 
fested by deposition of fat but as muscle tissue 
resulting from the protein anabolism induced by 
Nilevar. 
Anorexia and “Weight Lag” Study— Brown, 
Libo and Nussbaum have reported* consistent 
and definite increases in rate of weight gain in 
eighty-six patients, ranging in age from 7 weeks 
to 15% years. This beneficial action of Nilevar 
was observed in the patients with organic and 
traumatic disorders as well as those whose only 
complaints were poor appetite and/or persist 
ent failure to gain weight. 

In this study, the weight gained was not lost 


after discontinuance of Nilevar therapy al- 
though many patients did not continue the sharp 
gains effected by the drug. 

The authors are of the opinion that Nilevar 
is a highly useful anabolic agent for influencing 
weight gain in underweight children. 

When Nilevar is administered to children a 
dose of 0.25 mg. per pound of body weight is 
recommended and continuous dosage for more 
than three months is not recommended. 

Nilevar is supplied as tablets of 10 mg., drops 
of 0.25 mg. per drop and ampuls of 25 mg. in 1 
cc. of sesame oil. Further dosage information in 
Searle Reference Manual No. 4. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


*Brown,S.S.; Libo, H.W., and Nussboum, A.H.: Norethandrolone 
in the Successful Management of Anorexia and ‘‘Weight Lag’’ in 
Children, Scientific Exhibit presented at the Annual Meeting of the 
American Academy of Pediatrics, Chicago, Oct. 20-23, 1958. 
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bring all of her concepts of cleansing 


Many women don’t know that a vinegar 
douche is as old-fashioned as the copper tub, 
a relic of an empiric age.' Acids actually 
make mucus discharge more tenacious. On 
the other hand, soaps and harsh alkali are 
irritating. A detergent douche ~ TRICHO- 
TINE, the only major douche containing 
sodium lauryl sulfate — is the modern, more 


efficient yet gentler vaginal irrigant. 

The detergent action of TRICHOTINE as- 
sures greater penetration of viscid mucus, 
better dispersion of the healing medicaments 
on the mucosal surface, and more efficient 
removal of vaginal discharge. 

If there is any doubt in your mind, com- 
pare TRICHOTINE with vinegar or any other 


1. Goodman, L.S. and Gilman, A.: The Pharma- 
cologic Basis of Therapeutics, MacMillan, 1955. 
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...Uup to date with 


solution in your office clean-up. You will 
see readily the advantages of TRICHOTINE. 
It will prove equally desirable for home 
douching. 

The pH changes produced by any low 
pH douche last only a few minutes? and are 
of questionable value in healing.* TricHo- 
TINE actually favors epithelial growth and 


2. Karnaky, K.J.: J.A.M.A. 157:1155, 1955 (August) 
3. Scheinberg et al: Surgery 24:972, 1948 (Dec.). 


TRICHOTINE 


healing,* assures maximum cleansing, 
soothes inflamed mucus membranes. 

TRICHOTINE is indicated in the manage- 
ment and treatment of cervicovaginitis and 
leukorrheas, alone or in conjunction with 
other antimicrobials. TRICHOTINE is ideal 
for routine feminine hygiene — safe, gentle 
and effective. 


The Fesler Company, Inc. 
375 Fairfield Avenue, Stamford, Cornecticut 
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it’s 
delicious 


cherry- 
flavored 


ACETYL PEDIATRI@ SUSPENSION 


N' Acety! Sulfamethoxypyridazine Lederie 


just 1 dose a day ... achieves rapid therapeutic levels ,. . sustained for 24 hours, ‘2 extremely low incidence : 
of sensitivity reactions and renal complications . . . convenient, highly economical . tes ‘ 


ALWAYS ACCEPTABLE...WHENEVER SULFAS ARE INDICATED ‘4 


Recommended dosage: first-day dose is 1 teaspoonful (250 mg.) for each 20 Ibs. body weight up to 80 Ibs. For each day % 
_ thereafter, 2 teaspoonful for each Ibs, For 80 Ibs. and over, use adult dosage of 4 teaspoonfuls Gm.) initially, 

a and 2 teaspoonfuls (0.5 Gm.) daily thereafter. Administer immediately after a meal. 

Supplied: Each teaspoonful (5 cc.) contains 250 mg. of Bottles of 4 and 16 fl. oz. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMIO COMPANY, Pearl New ‘York 
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SuLTUSSIN’ 


TABLETS (new!) and LIQUID 


power to your choice of antibiotic to. 


help prevent and clear up 
faster and more 


otitis media and other complications 
SULTUSSIN simultaneously affords maximu: 


slight fever, and other distressing of tt 


Innew = common cold, coughs, influenza, etc. 
raspberry 
flavored antibacterial chemoprophylaxis expectora 


tablets and 


tasting 


liquid 


form. 


Liquid in 4 ounce “Sulfamethazine . 
and pint bottles. Pyrilamine Maleate 
Tablets, bottles Phenyltoloxamine 


of 50 and 100. 


Dihydrogen 
Glyceryl Guaiacolate 
Sphedring Sulfate . 


protection in your 
NY 
. 
SULTUSSIN triple sulfonamides add their antibacterial 
avert Ine dangers of rneumatic tever, -nephrit 
A 
Sulfadiazine . . 0.083Gm. -0.166Gm. 
3.125 mg... 
. THE TILDEN COMPANY NEW LEBANON, N.Y. 
dest. Manufacturing Pharmaceuticat House in America Founded 1824 
PAGE 647 
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for treatment of 


Peptic Ulcers 


and Hyperacidity 


Brand ot Hyamaguaate 


Neutralizes exeess acidity 
Sustains avid-base balance 


Glycamine is « New Chemical Compound 
—not a mixture of aikulis—that re-establishes nor- 
mal digestion without affecting enzymatic activity. i 


Glycamine’s CONTROLLED ACTION does not 
Low dosage 


stimulate acid secretion or alkalosis. 
provides prompt 
NON-SYSTEMiC Glycamine is compatible with long lasting relief 
@ Only four pleasant 
tasting, chew-up 


antispasmodics anda anticholinergics. 
: tablets or four 
/ teaspoonfuls needed 


p “Say daily. Each dosage 


GLYCAMINE TABLETS AND LIQUID maintains optimum 


Availabie in botties of 100, 500 PH for 4% hours. 


and 1000 tabiets; or pints. 


Mayrand 


PHARMACEUTICALS Greensboro, North Carolina 
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CONTROL 


Foods can provide many minerals needed for 
control of body functioning . . . as well as for 
structure of body tissues . . . but special consider- 
ation needs to be given to insure that the diet 
contains enough of certain minerals. 

The minimum quantities of foods listed in A 
Guide to Good Eating can provide most of the 
Recommended Dietary Allowances for 
calcium . . . 2/3 from milk group ...and Y4 from 
other groups. 
iron... 1/3 from meat group... Y% from vege- 
tables and fruits ... and \/5 from enriched breads 
and cereals. 

Calcium is essential to normal blood clotting, 
muscle contraction, nerve functioning and cell 
permeability . . . in addition to its main role in 
the growth and maintenance of bones and teeth. 
Iron is used in the formation of hemoglobin, the 
red blood pigment which carries life-giving oxy- 
gen from the lungs to body cells. Phosphorus. . . 
which plays a vital part in the energy metabolism 
of cells as well as in formation of bony tissues . . . 
is provided by foods in all four groups. . . es- 
pecially those which supply calcium and protein. 
Potassium, sodium and chlorine are involved with 
maintaining water balance in the body. Potassium 
is abundant in animal and plant foods . . . sodium 
and chlorine are present in foods and table salt. 
Copper, cobalt, magnesium, manganese, molyb- 
denum and zinc take part in various enzyme re- 
actions .. . and are supplied in needed amounts 


A GUIDE TO GOOD EATING — USE DaiLy 
DAIRY FOODS 
3to 4 glasses milk—children e 4 or more glasses— 
teenagers e 2 or more glasses—adults e Cheese, ice 
cream and other milk-made foods can supply part of 
the milk 
MEAT GROUP 
2 or more servings e Meats, fish, poultry, eggs, or 
cheese—with dry beans, peas, nuts as alternates 


VEGETABLES AND FRUITS 
4 or more servings e Include dark green or yellow 
vegetables; citrus fruit or tomatoes 


BREADS AND CEREALS 
4 or more servings « Enriched or whole-grain added 
milk improves nutritional values 


by foods listed in the “Guide.” 
Fluorine . . . not demonstrated to be a dietary 
essential...but shown to give developing teeth sub- 
stantial protection from dental caries...is present 
in many foods and natural and treated water. 
When combined in well-prepared meals, foods 
selected from each of those four food groups and 
seasoned with iodized salt can provide all needed 
minerals ... while satisfying the tastes, appetites 
and other nutrient needs of all members of the 
family . . . young and old. 
The nutritional statements made in this adver- 
tisement have been reviewed by the Council on 
Foods and Nutrition of the American Medical 
Association and found consistent with current 
authoritative medical opinion. 

Since 1915... promoting better health 


through nutrition research and education. 


NATIONAL DAIRY COUNCIL 


A non-profit organization 


111 N. Canal Street * Chicago 6, Ill. 


This information is reproduced in the interest of good nutrition and health by the Dairy 
Council Units in North Carolina. 


High Point-Greensboro Winston-Salem 
106 E. Northwood St. 


Greensboro, N. C. 


610 Coliseum Drive 
Winston-Salem, N. C. 


Burlington-Durham-Raleigh 
310 Health Center Bldg. 
Durham, N. C. 
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build appetite 
B 
vitamins 


| prevent 
nutritional 
anemia 
4 with ferric pyrophosphate, 
a form of 
exceptionally 
well-tolerated 
| in taste-tempting promote 
Average dosage, 1 teaspoonful ai protein up ake 
(5 ce.) contains: 
360 mg. with the 
Vit ia Byp Crystalline . . . 25 megm. potentiating effect 
HCI(B;) 10 mg. 
Bottles of 4 and 16 fl. oz. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


the 
7 for ized 


what 
you can expect 
when you prescribe 


Case Profile’ 


A 28-year-old married woman, a secre- 
tary in a booking agency, complained of 
severe and consistent pain and cramps 
in the abdomen during her menstrual 
periods. Psychologically, she described 
the first two days as “climbing the walls.” 
Menarche occurred at age 13. She has a 
regular twenty-eight day menstrual 
cycle and a four day menstrual period. 

Trancopal was given in a dose of 100 
mg. four times a day for the first two 
days of the four day period. In addition 
to the relief of the dysmenorrhea she also 
noticed disappearance of a “bloated feel- 
ing” that had previously annoyed her. 
She has now been treated with Trancopal 
for one and one-half years with excellent 
results. Other medication, such as codeine 
or aspirin with codeine, had relieved the 
pain, but the patient had had to stay 
home. Because her father is a physician, 
many commercial preparations had been 
tried prior to Trancopal, but no success 
had been achieved. 

Before taking Trancopal this patient 
missed one day of work every month. For 
the past year and a half she has not 
missed a day because of dysmenorrhea. 


for dysmenorrhea 


and premenstrual tension 
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THE FIRST TRUE ”“TRANQUILAXANT ” 


for low back pain 


Case Profile* 


A 42-year-old truck driver and mover 
injured his back while moving a piano. 
The pain radiated from the sacral region 
down to the region of the Achilles tendon 
on the right side. X-rays for ruptured 
disc revealed nothing pertinent. The day 
of the injury he was given Trancopal im- 
mediately after the physical examina- 
tion. Although 100 to 200 mg. three times 
a day were prescribed, the patient on his 
own responsibility increased the dosage 
of Trancopal to 400 mg. three times a 
day. This dosage was continued for three 
days and then gradually reduced over a 
ten day period. During this time, the pa- 
tient continued to drive his truck. The 
muscle spasm was completely controlled 
and no apparent side effects were noted. 
For the past six months, the patient 
has continued to take Trancopal 100 to 
200 mg. as needed for muscle spasm, par- 
ticularly during strenuous days. 


*Clinical Reports on file at the Department 
of Medical Research, Winthrop Laboratories. 


Turn page for complete listings of Indications and Dosage. 
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THE FIRST TRUE ”“TRANQUILAXANT” 


¢ In musculoskeletal disorders, effective in 91 per cent of patients.! 


* In anxiety and tension states, effective in 89 per cent of patients.! 


e Low incidence of side effects (2.3 per cent of patients). Blood 


pressure, pulse rate, respiration and digestive processes are 


unaffected by therapeutic dosage. It does not affect 


the hematopoietic system or liver and kidney function. 


e No gastric irritation. Can be taken before meals. 


¢ No clouding of consciousness, no euphoria or depression. 


Musculoskeletal: 


Psychogenic: 


Low back pain Fibrositis Anxiety and tension 
(lumbago, etc.) Ankle sprain, tennis states 

Neck pain (torticollis) elbow Dysmenorrhea 

Bursitis Myositis Premenstrual tension 

Rheumatoid arthritis Postoperative muscle Asthma 

Osteoarthritis spasm Angina pectoris 


Disc syndrome 


Alcoholism 


Trancopa! Caplets®, 
100 mg. (peach colored, scored) , bottles of 100. 


tains 


Trancopa! Caplets, 
200 mg. (green colored, scored), bottles of 100. 


NEW 
STRENGTH 


Dosage: Adults, 100 or 200 mg. orally three or four times daily. Relief of symptoms occurs 
in from fifteen to thirty minutes and lasts from four to six hours. 


(| LABORATORIES 
New York 18, N. Y. 


References: 1. Collective Study, Department of Medical Research, Winthrop Laboratories. 
2. Lichtman, A. L.: New developments in muscle relaxant therapy, Kentucky Acad. Gen. 
Pract. J. 4:28, Oct., 1958. 3. Lichtman, A. L.: Relief of muscle spasm with a new central 
muscle relaxant, chlormezanone (Trancopal), Scientific Exhibit, Meeting of the Inter- 
national College of Surgeons, Miami Beach, Fla., Jan. 4-7, 1959. 4. Ganz, S. E.: Clinical 
evaluation of a new muscle relaxant (chlormethazanone), J. Indiana M. A. 52:1134, 
July, 1959. 5. Mullin, W. G., and Epifano, Leonard: Chlormezanone, a tranquilizing 
agent with potent skeletai muscle relaxant properties, Am. Pract. Digest Treat. 10:1743, 
Oct., 1959. 6. Shanaphy, J. F.: Chlormezanone (Trancopal) in the treatment of dys- 
menorrhea; a preliminary report, Current Therap. Res. 1:59, Oct., 1959. 


Trancopa! (brand of chiormezanone) and Caplets, trademarks reg. U.S. Pat. Off. 1408M 


Printed in U.S.A 
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Poliomyelitis-Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 


SINCE 
TETRAVAX, 


IT'S 
MARVELOUS // 


ISN'T 
IT THE ENTIRE 
DE ? CIVILIZE ILI 
WONDERFUL FABULOUS MV WORLD WORLD 
SHOTS !! 
ITSELF... 


DIPHTHERIA AND TETANUS TOXOIDS WITH PERTUSSIS AND POLIOMYELITIS VACCINES 


now you can immunize against more diseases...with fewer injections 


Dose: 1 cc. 

Supplied: 9 cc. vials in clear plastic cartons. Pack- 
age circular and material in vial can be examined 
without damaging carton. Expiration date is 
on vial for checking even if carton is discarded. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


TCTRAVAK 1S A TRADEMARK OF MERCK & CO,, ING, 


MERCK SHARP & DOHME, piviston or MERCK & Inc., PHILADELPHIA 1, PA. 
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in the “COMMON COLD” 


when self-medication has delayed 
medical attention... 


...and has risked 
upper respiratory 
complications 


Cosa-Tetracyn® — analgesic — antihistamine compound 


act quickly to 
= control secondary infection 
® alleviate cold symptoms 
each capsule contains: 


average adult dose: 2 capsules q. i. d. 
EBD Science for the world’s well-being PFIZER LABORATORIES, Division,Chas. Pfizer & Co.,Inc., Brooklyn 6, N.Y. 
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In a nutshell @: “=: our story is this. We have released a 


brand newstrength of Honey @SCillin with a>brand new. “flavor 
NI 


and appearance . .. It is designated . . . Honey @¢Cillin “400” 
(RED). Each 5cc teaspoonful Saniviin 400,000 units of Peni- 
cillin G. Potassium .. . Your patients whether they be tiny tots 

bes or “finicky” cds) will enjoy the pleasing taste 
afforded by the new cherry a and honey flavor combination. 
They will like its sparkling {is red color... they will be de- 


lighted by its reasonable price. 


The other half a of our story is this: Honey 4% Cillin 
‘300’ also is still available (300,000 units per 5cc, honey Bs 
flavor, yellow color) . . . and we would like to remind you, too, 


of our Trifonacil-250 . . . a most when your pa- 


tient requires penicillin plus triple sulfa pyrimidines 
in combination with 250,000 units ante G. Potassium straw- 
berry flavor. All three products are packaged in 60cc size 


bottles. 


SAMPLES AND LITERATURE GLADLY SENT UPON REQUEST 
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WHEN BLOOD PRESSURE MUST COME DOWN... 


When hypertensive symptoms such as dizziness, 
headache and fainting are frequent enough and 
severe enough to interfere with your patient's activ- 
ity and safety—then it is time to consider the bene- 
ficial actions of Serpasil-Apresoline. Both Serpasil 
and Apresoline lower blood pressure. When the 
Serpasil-Apresoline combination tablet is prescribed, 
blyod pressure response is even better. In addition, 
Serpasil contributes favorable calming and heart- 
sly wing effects. Apresoline increases renal blood 


flow, decreases cerebral vascular resistance and in- 
hibits the actions of humoral pressor agents. Com- 
bined with Serpasil, Apresoline is effective at a lower 
dosage, thus side effects are rarely a serious problem. 
surPiigo: Tablets #2 ( ining 0.2 mg. of Ser- 


pasil and 50 mg. of Apresoline. Tablets #1 (half-strength), each containing 
0.1 mg. of Serpasil and 25, mg. of Apresoline. Samples available on request. 


(reserpine and hydralazine hydrochloride cpa) 


dard-strength) 


SUMMIT, NEW JERSEY 
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AN AMES CLINIQUICK’ 


CLINICAL BRIEFS FOR MODERN PRACTICE 


WHY IS DIABETES IN INFANTS 
SO DIFFICULT TO DIAGNOSE? 


Because of the infrequency of the disease in 
this age group, its sudden onset, the profusion 
of inconsistent presenting symptoms, and be- 
cause the accompanying symptoms of anorexia 
and vomiting are also characteristic symptoms 
of many other ills of infancy. 

*Source: Traisman, H. S.; Boehm, J. J., and Newcomb, 
A. L.: Diabetes 8:289, 1959. 

for those pediatric puzzlers...“A routine urinalysis 
and blood sugar should be done whenever the 
possibility of diagnosing diabetes is entertained.”* 
the standardized urine-sugar test for reliable quantitative estimations 


== COLOR-CALIBRATED 
CLINITEST” 


BRAND Reagent Tablets 84060 


Order of Frequency of Presenting Symptoms in 110 
Patients 

No. of Per cent of 
Symptoms Patients total group 
Polyuria 93 84.5 
Polydipsia 89 81.0 
Weight loss 47 42.7 
Polyphagia 28 25.4 
Anorexia 16 14.5 
Lethargy 14 12.7 
Enuresis 7 6.4 
Vomiting 5 4.5 
Irritability 3 2.7 
“Craving for sweets” 3 2.7 
“Sticky diaper” 3 2.7 
“Strong odor to urine” 2 18 
Glycosuria 2 18 
Hypoglycemia 2 18 
Personality change 1 0.9 
Boils 1 0.9 
Headache 1 0.9 
Abdominal cramps 1 0.9 
Adapted from Traisman, H. S.; Boehm, J. J., and New- 
comb, A. L.* 


¢ full-color calibration, clear-cut color changes 

« established “plus” system covers entire critical range 
Standard blue-to-orange spectrum 

¢ Standardized, laboratory-controlled color scale 

¢ “urine-sugar profile’ graph for closer control 
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NEW EVIDENCE SUGGESTS ANOTHER REASON FOR PRESCRIBING TAQ . 
Ji | 
SN 
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The impression that TAO is an unusually active antibiotic & 
has steadily gained recognition by impressive clinical per- W. 
formance. Now come reports of in vive and in vitro biological 


3. 
and biochemical evaluations that show TAO to be indeed  8:420 (Aug.) 1958. 
unique.':? 
TAO differs from other antibiotics in that it is metabolized to 
multiple active compounds which remain active throughout 


their presence in the body. These 7 derivatives (in addition 

to TAO) show activity against common Gram-positive patho- 

gens, including resistant strains of Staph. aureus. 

In light of these findings, take another look at TAO perform- Gesigned ® ¥ “4 

ance: « 92% success in published cases of Gram-positive io ea 

respiratory, skin, soft tissue and genitourinary infection : 

+ Effective against 78% of 64 “antibiotic-resistant” epi- superior : ; 

demic staphylococci. (in the same study, chloramphenicol control 

was active against 52%; erythromycin against only 25%)? gg 

e No side effects in 94%; infrequent reactions mild and 

easily reversed » Quickly absorbed + Highly palatable. ee 

Soune reasons to: Start with TAO to end 9 out of 10 common °/™ 
positive 


Gram-positive infections. (triacetyloleandomycin) 
Supplied: TAO Capsules—250 mg., and 125 mg., bottles of 60. Capsules/Oral Suspensi 

TAO tor Oral jon —125 mg. per tsp. (5 cc.) when re- 
constituted; unusually palatable cherry flavor; 60 cc. bottle. 
Prescription only. 

Other YAO forms available: TAO Pediatric Drops: flavorful, easy 
to administer. TAO®-AC: TAO analgesic, antihistaminic com- 
pound. TAOMID®: TAO with triple sulfas. Intramuscular or Intra 
venous; in clinical emergencies. Prescription only. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 


UNIQUE “STARS RST” EFFECT 


January, 1960 


ADVERTISEMENTS 


Bed of Digitalis purpurea 
with Campanula (Canterbury Bells) in foreground 


Not far from here are manufactured 
from the powdered leaf 
Pil. Digitalis (Davies, Rose) 
0,1 Gram (11% grains) or 1 U.S.P. Digitalis Unit. 
They are physiologically standardized, 
with an expiration date on each package. 
Being Digitalis in its completeness, 
this preparation comprises the 
entire therapeutic value of the drug. 
It provides the physician with a safe and effective 
means of digitalizing the cardiac patient 
and of maintaining the necessary saturation. 
Security lies in prescribing the 
“original bottle of 35 pills, Davies, Rose.” 


Clinical samples and literature sent to physicians on request 
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New from Lederle 


a logical combination in appetite control 


meprobamate with dextro-amphetamine sulfate LEDERLE 


v 
meprobamate eases 
tensions of dieting 
d-amphetamine 
2 depresses appetite 

and elevates mood 


...without 
overstimulation 


... without 
insomnia 


...Without 
barbiturate hangever 


Each coated tablet (pink) contains: 
d-amphetamine sulfate . . . . 5 mg. 
meprobamate.......... 400 mg. 
Dosage: One tablet taken one-half 
to one hour before each meal. 


LEDERKLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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ynonyms for § 

Pain Relief... 
EMPIRIN 


myalgias 
Acetophenetidin 


Acetylsalicylic Acid .... gr. common cold 
toothache 
earache 


‘TABLOID’ : dysmenorrhea 
4 neuralgia 
EM Ri N minor trauma 
® tension headache 
C 0 P0) UJ N premenstrual tension 


minor surgery 
WITH post-partum pain 


CODEINE 


colic 
Migraine 

No. 1 Acetophenetidin musculo-skeletal pains 

Acetylsalicylic postdental surgery 

Caffeine 
Codeine Pt post-partum involution 

fractures 
Acetophenetidin synovitis /bursitis 
Acetylsalicylic Acid .... 
all degrees of 
Acetophenetidin oR severity up to 
Acetylsalicylic Acid .... which 

requires morphine 


deine Ph 


AND IN 
Acetophenetidin gr. 2¥2 
Acetylsalicylic Acid .... gr. fevers 
Caffeine 
Codeine Phosphate gr. ] h., unproductive coughs 


*Subject to Federal Narcotic Regulations 


— 
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Your experience and trust throughout the 
years have established the wide use of the 
‘Empirin' family in medical practice— 
dependable analgesics for the effective relief 
of pain, fever, and cough—with safety. 


_ 


TABLOID'4 
TABLOID’ 
~‘Empirin™ 
ou 
Compound 
— “CODEMPIRAL’ 
—— ~ cmpiria = ~Empiria’ 
Compound Compound 


Codeine Phosphate. Na Codeine Phosphate, Ne. 4 


Via we 


Keer COOL per, 7” 
Be 


BURROUGHS WELLCOME & CO. (U.S.A) INC. 
Tuckahoe, New York 
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an uncommon antibiotic for common infections 


Offers fast, high blood levels—plus years of clinical effectiveness. And after 
all this time, an unparalleled safety record. 

Available in easy-to-swallow Filmtabs® (100 and 250 mg.); in tasty, citrus- 
flavored Oral Suspension (200 mg. per 5-ml. teaspoonful). ae 


LV 
on certainty against the it 
| y ag t the cocci | 
(Erythromycin, Abbott); | 
TABLETS, ABBOTT 0011990 
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LVI 


CEREBRAL 


® Each Geroniazol TT tablet contains: 
Pentylenetetrazol ......300 mg. 
Nicotinic Acid .........150 mg. 

* Indications: Respiratory and circu- 
latory stimulant for the aged and 
debilitated patient with symptoms 
of mental confusion, depression or 
atherosclerotic psychosis. 


@ Supplied: Bottles of 42 Tablets (3 
weeks’ treatment) 


* TEMPOTROL (Time Controlled 
Therapy) 


-PHARMACAL COMPANY 


Columbus 16, Ohio 


January, 1960 
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How to be 
Carefree 
Without 
Hardly 
Trying... 


It really takes a load off your mind... 
to know that you are protected from 
loss of income due fo illness or accident! 


“Dr. Carefree” has no 30-day 

sick leave...no Workmen’s 
Compensation... BUT he has a 
modern emergency INCOME PROTEC- 
TION PLAN with Mutual of Omaha. 


When he is totally disabled by accident or sickness covered by this plan, this plan 
will give him emergency income, free of Federal income tax, eliminating the night- 
mare caused by a long disability. 


Thousands of members of the Medical Profession are protected with Mutual of Oma- 
vor PROFESSIONAL MEN’S PLAN, especially designed to meet the needs of the 
profession. 


If you do not already own a Mutual of Omaha INCOME PROTECTION PLAN, get in 
touch now with the nearest General Agent, listed below. You'll get full details, with- 


Mutual 


OF OMAHA 


Largest Exclusive Health and Accident Company in the World. 
G. A. RICHARDSON, General Agent J. A. MORAN, General Agent 
Winston-Salem, N. C. Wilmington, N. C. 


J. P. GILES, General Agent 
Asheville, N. C. 
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The Depinar special repository base permits slow absorption 
from the injection site, thus decreasing the need for frequent 
administration. Depinar continually bathes the tissues in 
vitamin B,, to provide more effective therapy and make 
patients feel better longer. A recent clinical report* shows 
over 98% of Depinar is retained after one week .. . and 
“Serum level vitamin B,.. . . sustained for 28 days or more 
from the single dose.” 


Each package of Depinar consists of a multiple dose vial, 
containing cyanocobalamin zinc tannate (lyophilized) equivalent to 
2500 meg. vitamin B,.. The vial of diluent contains 5 ec. Sodium 
Chloride Solution for Injection. When reconstituted, 

each ml. of Depinar contains 500 mcg. vitamin B,». 


*Thompson, R. E., and Hecht, R. A.: Am. J. Clin. Nutrition 
7:311-317 (May-June) 1959. 


ARMOUR PHARMACEUTICAL COMPANY ¢ KANKAKEE, ILLINOIS A 


Armour Means Protection 


ARMOUR 
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Announcing 


Decongestant / Antihistamine S 


pred 


provides symptomatic relief of 
nasal congestion and rhinor- 
rhea of allergic or infectious 


origin Many patients whose symptoms are inadequately con- 
trolled by decongestants or antihistamines alone respond promptly and 


favorably to ‘ACTIFED’. ewe in each tsp. 
‘ACTIFED’ contains: Tablet Syrup 

‘Actidil’® brand Triprolidine Hydrochloride 2.5 mg. 1.25 mg. 

‘Sudafed"® brand Pseudoephedrine Hydrochloride 60 mg. 30 mg. 


safe and effective for patients 
of all ages suffering from 
respiratory tract congestion 


DOSAGE 
TABLETS SYRUP (5 ce. tsp.) 
Adults and older children 1 2 pon 
Children 4 months to 6 years of age % 1 times 
Infants through 3 months - % daily 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Complete local claim service 


that’s prompt, efficient, satisfactory. 


Don’t forget that your local American Health Agent... by 

specializing in your patient’s HOSPITAL, MEDICAL and 

SURGICAL insurance problems—offers extra services of 
special value to you... 


He’s a specialist—a career man in his chosen field. He has 
earned a good reputation locally, with efficient service and 
prompt attention to claims. 

Moreover, he appreciates the impact that health insurance can 
have on the practice of medicine, and wants to co-operate with 


the local medical profession. 


AMERICAN HEALTH 
INSURANCE CORPORATION 


300 St. Paul Place, Baltimore 2, Maryland 


It makes sense to expect special results from a specialist in the field of health insurance. 


| 
iy, WO SS 
AMERICAN. 
| HEALTH 
INSURANCE 
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Available in tiny, easy-to-swallow Filmtabs® and in tasty, cherr, ‘y-flavored Oral Solution. 


001187 @FILMTAB—FILM.SEALED TABLETS, ASBOTT 
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Effective relief in rheumatic disorders 


prednisone-phenylbutazone Geigy 


with less risk of disturbing hormonal balance 


jn the treatment of the rheumatic disorders 
new Sterazoiidin provides a method of limit- 
ing the gravest danger inherent in steroid 
therapy... hypercortisonism arising from 
excessive dosage. 


Repeatedly it has been shown that the addi- 
tion of low dosage of Butazolidin sharply 
reduces hormone requirement.’*Sterazolidin 
is a combination of prednisone (1.25 mg.) and 
Butazolidin (50 mg.) which provides, in the 
majority of cases, consistent relief at a stable 
uniform maintenance dosage significantly 
below the level at which serious hormonai 
imbalance is likely to occur. 


Sterazolidin® (prednisone-phenylbutazone 
Geigy). Each capsule contains prednisone 
1.25 mg.; phenylbutazone 50 mg.; dried 
aluminum hydroxide gel 100 mg.; magnesium 
trisilicate 150 mg. and homatropine methyl- 
bromide 1.25 mg. 


1. Kuzell, W. C., and others.: Arch. Int. Med. 
92:646, 1953. 2. Wolfson, W. Q.: J. Michigan 
M. Soc. 54:323, 1955. 3. Strandberg, B.: Brit. 
J. Phys. Med. 19:9, 1956. 4. Platt, W. D., Jr., 
and Steinberg, |. H.: New England J. Med. 
256:823 (May 2) 1957. 


Geigy, Ardsley, New York 
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A meal of even the most colorful and the most meticulously prepared food 
can be dreary without salt. Neocurtasal, for the patient on a low sodium 
diet, brings back flavor to food and makes eating a pleasure once more. 


Neocurtasal is also valuable for preventing potassium deficiency 
(weakness, ete.) in patients on diuretic therapy with chlorothiazide or 
its derivatives. 


Neocurtasal 


Neocurtasal contains 
potassium chloride, 
potassium glutamate, 
glutamic acid, 
calcium silicate and 
potassium iodide 
(0.01 per cent) 


NEOCURTASAL i and 8 oz. bottles, 


SALT supsTiTUTE 
Sold Only 


through Drugstores 


Color illustration 
reproduced with 
permission of 

copyright owner 

© The Champion 

Paper ond Fibre Company 


GOMMI! 


Asoratorits 
New York 
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Plaquenile 


Brand of hydroxychloroquine sulfate 


New Long Term Chemotherapy © 


of RHEUMATOID ARTHRITIS 


“Whatever else may be needed from time to time 
in the management of individual cases, these drugs 
[Plaquenil and Aralen] should always be given 
a prolonged trial (at least six months) as the 
‘mainstay’ of therapy.” 
Bagnall, A. W. (Univ. British Columbia, Van- 
couver, B.C.): A.M.A. Clinical Meeting (Scien- 


tific Section, Exhibit No. 124), Minneapolis, 
Minnesota, Dec. 2-5, 1958. 


“The 4-aminoquinoline drugs (Plaquenil and 
Aralen) together with supplemental agents ad- 
ministered in nontoxic doses effectively maintained 
suppression of the disease in 83 per cent of 194 
patients followed for 18 months.” 

Scherbel, A. L.; Harrison, J. W., and Atdjian, 


Martin: Cleveland Clin. Quart. 25:95, April, 
1958. 


“When used in tolerated dosage and over a suf- 
ficient period of time, there appears to be a tre- 
mendous therapeutic potential in the antimalarial 
drugs. ... Plaquenil in this study did not have as 
many side effects as Aralen and thus appears to 
be a more practical compound.” 


Cramer, Quentin (Kansas City): Missouri 
Med. 55:1203, Nov., 1958. 


Plaqueni! (brand of hydroxychloroquine) and Aralen 
brand of chloroquine), trademarks reg. U.S. Pat. Off 


i is the hydroxy derivative of Ar 
and is available as Plaquenil sulfate —— 
in tablets 7 200 mg. (bottles of 100).- 


rage Dosages: 
_ INITIAL—400 to 600 mg. a tablet 
2or3 times daily) 
MAINTENANCE-200 to 400 mg. (1 | 
tablet once or twice daily) 


Write Plaquenil 
discussing clinical experience, dosag 
tolerance, precautions, etc., in detail. 
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WHENEVER COUGH THERAPY IS INDICATED 


THE BONDI Rx FOR COUGH CONTROL 


cough sedative / antihistamine / expectorant 


e relieves cough and associated symptoms 
in 15-20 minutes e effective for 6 hours or longer 
® promotes expectoration e rarely constipates 
e@ agreeably cherry-flavored 
Each teaspoonful (5 cc.) of Hycomine* contains: 
NOW MORE EFFECTIVE Hycodan® 


Dihydrocodeinone Bitartrate . 5 mg. 
TH T (Warning: May be habit-forming) 


Homatropine Methylbromide 1.5 
Pyrilamine Maleate 

Phenylephrine Hydrochloride 

Ammonium Chloride . 

Sodium Citrate . 


Supplied: As a pleasant-to-take syrup. May be habit- 
on request forming. Federal law permits oral prescription. 
ENDO LABORATORIES Richmond Hill 18, New York 
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For Prevention and Reversal of 


CARDIAC ARREST 
ee The Birtcher Mobile Cardiac Monitoring and Re- 
suscitation Center* 


Cardiac Arrest is an ever present danger during 
anesthesia 


Cardiac arrest can occur during an anesthesia, even to 
patients with no prior record of cardiac disease. Contin- 
uous monitoring of every patient can prevent most 
cardiac arrests by providing advance warning. For cases 
where the accident cannot be prevented, instruments to 
reverse the arrest and restore circulation should always 
be instantly available. 


*Comprised of the Birtcher Cardioscope, EEG Pre-Amplifier, Dual 
Trace Electronic Switch, Electrocardiograph, Defibrillator and Heart- 
pacer with all necessary attachments on a Mobile Stand as shown. 


Carolinas Surgical Supply Company 


“The House of Friendly and Dependable Service’ 
706 TUCKER ST. TEL: TEMPLE 3-8631 
by RALEIGH, NORTH CAROLINA 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


65 Haywood Street 


ASHEVILLE, North Carolina 
P. O. Box 1716 Telephone 3-7616—3-7617 “ 
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in respiratory allergies 


Orally-administered triple antihistamines plus two effec- 
tive decongestant agents—to prevent histamine-induced 
dilatation and exudation of the nasal and paranasal 
capillaries and to help contract already engorged capil- 
laries, providing welcome relief from rhinorrhea, stuffy 
noses, sneezing and sinusitis. 


convenient 
dosage forms 


TRISTACOMP TABLETS 
Each sustained release tablet: 
Chlorpheniramine Maleate 
Phenyltoloxamine Citrate - NHIST AMINE 
Pyrilamine Maleate CONGESTaNy 
Phenylephrine Hydrochloride 

Phenylpropanolamine Hydrochloride 

Dosage: One tablet morning and night 


TRISTACOMP LIQUID 
Each 5 cc teaspoonful provides one-fourth the above 


formula. 

Dosage: Adults, two teaspoonfuls three to four times 
daily. Children, one-half to two teaspoontuls, 
according to age. 


PRODUCTS CO., INC. 
PETERSBURG, VIRGINI 
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ogical patients. 
Hospital and out-patient services. 


Dr. JAMES ASA SHIELD 


Dr. WEIR M. TUCKER 


TUCKER HOSPITAL, INC. 
212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neurol- 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutiona| 


reactions and selective psychotic and alcoholic problems.) 


DR. GEORGE S. FULTZ 


Dr. AMELIA G. Woop 


Protection Against Loss of Income 
from Accident & Sickness as Well as 
Hospital Expense Benefits for You ana 
All Your Eligible Dependents 


ALL 
COME Frow DENTISTS 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment Book sent to 
you FREE upon request. 


% 
SINCE 1932 D 

%, 
PROFESSIONAL 


MANAGEMENT 


BUSINESS CONSULTANTS 
TO THE MEDICAL PROFESSION 


ASHEVILLE, N. C. 
Doctors’ Office Bdg. 
TEL: Alpine 3-1483 


SOUTHERN PINES, N. C. J. FORREST JOYNER, JR. 


P.O. Box 818 
TEL: OXford 2-2101 


Affiliated with Black & Skaggs Associates, Inc. 


OFFICES 


JACK C. PETTEE 
Manager 


Manager 
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SAINT ALBANS 
PSYCHIATRIC HOSPITAL 


Radford, Virginia 
STAFF 
James P. King, M. D., Director 
Daniel D. Chiles, M. D. William D. Keck, M. D. 
Clinical Director J. William Giesen, M. D. 


James K. Morrow, M. D. Internist (Consultant) 
Clara K. Dickinson, M. D. Edward W. Gamble, III, M. D. 


Clinical Psychology: Don Phillips 
Thomas C. Camp, Ph. D. Administrator 
Artie L. Sturgeon, Ph. D. 


AFFILIATED CLINICS 


Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 207% McCreery St. 
David M. Wayne, M. D. Beckley, W. Va. 
W. E. Wilkinson, M. D. 


When too many tasks 
seem to crowd 

the unyielding hours, 
a welcome 


“pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 

into manageable order. 


LXVII 
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PEDIATRIC SEMINAR CRUISE 
TO 
BERMUDA — $135 up 


sailing from 


WILMINGTON, N. C. ase 
May 21-26, 1960 : 


the diet is faulty, 
the appetite poor, 
or the loss of food 
is excessive 


through vomiting 
or diarrhea— 


& "8 Stare 


aboard the luxury cruise ship 


T. S. ARIADNE 


The ARIADNE is the new ship of the Hamburg- ~e' Adolescence e 5 
American Line, devoted exclusively to cruising; iene “ 

all cabins with private facilities; completely air entine 
conditioned; modern in every respect, and it is h : M t XTRACT 


exquisitely furnished like an exclusive private 
club. 


increases the flow of 
digestive juices, 

provides: supplementary 
amounts of vitamins, minerals 
and soluble proteins, 


Cruise Sponsored by 
NORTH CAROLINA PEDIATRIC SOCIETY 
In Collaboration with 


t SOUTH CAROLINA PEDIATRIC SOCIETY 
and 


VIRGINIA PEDIATRIC SOCIETY 


extra-dietary vitamin By, 


protective quantities of 
>, potassium, in a palatable and 
readily assimilated form. 


Debilirating 


Official Travel Agents 
WORLD TRAVEL SERVICE 


lin in tinal 
4 gastrointes } 
CAROLINA MOTOR CLUB ( iti 
LA ae conditions, 
Travel Center of the South 
FOR IMMEDIATE BOOKINGS CALL, WIRE, 
OR WRITE ANY OF THESE OFFICES: 
tte, N. C. t. -75 
Suchen, N. C. 301 allowey St. 6906 Supplied in bottles of 2 or 6 fluidounces. 
Fayetteville, N. C. 806-B Elm St. HU 4-8151 
Hendersonville, N. C.132 Sth Ave. W. OX 3-6283 Dosace is 1 teaspoonful two or three times 
High Point, N. C. 759 N. Main St. -8126 - ; H 
Releigh, N.C. 230 W. Hargett St. TE 4.0384 daily; two or three times this amount for 
Rocky Mount, N. C. 372 N. Church St. 2-2224 potassium therapy. 
Wilmington, N. C. 207-09 N. Second St. RO 3 4669 


Columbia, S. C. 
Greenville, S. C. 419 N. Main St. CE 2-4321 


Spartanburg, S. C. 178 W. Main St. 3-2766 VALENTINE Company Ine 
e 


RICHMOND 21, VIRGINIA 


1232 Laurel St. AL 4-5580 
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BRAWNER’S SANITARIUM 


(Established 1910) 
2932 South Atlanta Road, Smyrna, Georgia 


FOR THE TREATMENT OF PSYCHIATRIC ILLNESSES 
AND PROBLEMS OF ADDICTION 


MODERN FACILITIES 


Approved by Central Inspection Board of American Psychiatric Association 
and the Joint Committee on Accreditation 


JAS. N. BRAWNER, JR., M.D. ALBERT F. BRAWNER, M.D. 
Medical Director Associate Director 


Phone HEmlock 5-4486 


HIGHLAND HOSPITAL, INC. 


Founded In 1904 
ASHEVILLE, NORTH CAROLINA 


Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment procedures—insulin, electroshock, psy- 
chotherapy, occupational and recreational therapy—for nervous and mental disorders. 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western North 
Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic service and therapeutic treatment for selected case desiring non- 
resident care. 


R. CHARMAN CARROLL, M.D. ROBERT L. CRAIG, M.D. JOHN D. PATTON, M.D. 
Medical Director Associate Medical Director Clinical Director 
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APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, drug 


Be and aleohol habituation. 
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete laboratory 


facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around climate 
for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wo. Ray GRIFFIN, JR., M.D. MARK A. GRIFFIN, Sr., M.D. 
Ropert A. GRIFFIN, M.D. MARK A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 


ES. MUSCLE. 
SPASM & PAIN 
SPRAINS, STRAINS, 
LOW BACK PAINS 


ANNOUNCING 
SCHERINGS 
| NEW 

MYOGESIC’ 


CARISOPRODOL 


*MYOGESIC 


muscle 
relaxant analgesic 
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extra 
active 


Lederle introd@@@s masterpiegs 


‘ A 
M 
: 
: 
antibiotic design 
tins 
< 
* 


enhances 

the traditional advantages 

broad-spectrum 


for greater patient-physician benefit 


DECLOMYCIN is a unique fermentation product of a strain 
of Streptomyces aureofaciens—the parent organism of 
AUREOMYCIN”™ and ACHROMYCIN.* 


DECLOMYCIN singularly achieves: 

* far greater antibiotic activity with far less drug 
* greater stability in body media***® 

* unrelenting peak activity throughout therapy** 
“extra-day” protection through sustained activity’ 


DECLOMYCIN retains: 
* unsurpassed broad-spectrum range of activity*®'*'*"* 
* rapid activity’***” 

* excellent toleration 
* effectiveness against infection 
* rapid diffusion in body tissues and fluids 


1,4-6,8, 13,14 


1-7,9, 11,12 
2-5,7,9, 11,12 
1,4,5,8 


*Chlortetracycline Lederle +Tetracycline Lederle 


Demethyichlortetracycline Lederle 
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Far greater 
antibiotic activity 


with far less 


Milligram for milligram, DECLOMYCIN brand of 
Demethylchlortetracycline has two to four times the inhibi- 
tory capacity of tetracycline against susceptible organisms. 
Thus, DECLOMYCIN has the advantage of providing sig- 
nificantly higher serum activity levels with significantly re- 
duced drug intake.” 


Actually, DECLOMYCIN demonstrates the highest ratio 
of prolonged activity level to daily milligram intake of any 
known broad-spectrum antibiotic. Reduction of milligram in- 
take of drug reduces hazards of related physical effect on in- 


testinal mucosa. 

*Activity level is a far more meaningful basis of compari- 
son than quantitative blood levels, as Hirsch and Finland 
note. Action upon pathogens is the ultimate value. 
(Hirsch, H. A. and Finland, M.: Antibacterial Activity of 
Serum of Normal Subjects after Oral Doses of Demethyl- 
chlortetracycline, Chlortetracycline and Oxytetracycline. 
New England J. Med. 260:1099 (May 28) 1959.) 
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Unrelenting 
peak antimicrobial attack 


throughout therapy 


The high level of DECLOMYCIN activity is uniquely 
sustained. It is not just an initial phenomenon but is 
constant—maintained on each day of treatment and 
between doses—without noticeable diminution of in- 
tensity. Peak-and-valley control is eliminated, favoring 
continuous suppression of pathogens and consequent 
improvement. 


This DECLOMYCIN constant is achieved through 
remarkably greater stability in body fluids, resistance 
to degradation and a low rate of renal clearance—all 
supporting antibiotic activity for extended periods. 


ECLO 


Demethyichlortetracycline Lederle 
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activity 
for security 
against relapse 


DECLOMYCIN maintains significant antibacterial 
activity for one to two days after discontinuance of 
dosage—a major distinction from other antibiotics. 
Previous drugs have declined abruptly in activity fol- 
lowing withdrawal. 


DECLOMYCIN thus gives the patient an unusual 
degree of protection against resurgence of the primary 
infection, and against secondary infection. ..sequelae 
not infrequently encountered and often resembling a 
“resistance problem.” Consequently, reinstitution of 
therapy or a change in therapy should rarely be 
necessary. 
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—enhancing the unsurpassed features of 
tetracycline... for greater physician-patient benefits 


Demethyichlortetracycline Lederle 


3 | 
greater antibiotic activity 
| with far less antibiotic intake 
unrelenting peak attack 
a J 
Xx, 


“extra- 

day” 
activity 
FOR PROTECTION} 
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contribution 


Lederle 


research 


in the distinctive dry-filled duotone capsule 


CLOMYCIN 


Demethyichiortetracycline Lederie 


a Available as: Capsules, 150 mg. 
Pediatric Drops, 60 mg. per cc. 
Oral Suspension, 75 mg. per 5 cc. tsp. 


Reports presented at Seventh Annual Symposium on Antibiotics, Mayflower Hotel, Wash- 
ington, D. C., November 4-6, 1959: 1. Boger, W. P. and Gavin, J. J.: Demethylchlortetra- 

cycline: Serum Concentration Studies and Cerebrospinal Fluid Diffusion. 2. Chavez Max, 

G.: Therapeutic Evaluation of Demethylchlortetracycline in Human Brucellosis. 3. Duke, 

C. J.; Katz, S., and Donohoe, R. F.: Demethylichlortetracycline in the Treatment of Pneu- zs 

monia. 4. Finland, M.; Hirsch, H. A., and Kunin, C. M.: Observations on Demethyl- 

chlortetracycline. 5. Fujii, R.; Ichihashi, H.; Minamitani, M.; Konno, M., and Ishibashi, 

T.: Clinical Results with Demethylchlortetracycline in Pediatrics and Comparative Studies 

with Other Tetracyclines. 6. Garrod, L. P. and Waterworth, P. M.: The Relative Merits of 

the Four Tetracyclines. 7. Kanof, N. B. and Blau, S.: A Clinical Evaluation of Declomycin 


7 Demethylichlortetracycline in the Treatment of Pustular Dermatoses. 8. Kunin, C. M.; 
: Dornbush, A. C., and Finland, M.: Distribution and Excretion of Four Tetracycline 
3 Analogues in Normal Men. 9. Marmell, M. and Prigot, A.: The Use of Demethyichlortetra- Cl 


cycline in Gonorrhea, Lymphogranuloma Venereum, and Donovanosis. 10. Olarte, J.: The 


Sensitivity of Selected Strains of Shigella, Salmonella and Enteropathogenic Escherichia 50 

coli to Demethyichlortetracycline and Tetracycline. 11. Perry, D. M.; Hall, G. A., and MG.. 
Kirby, W. M. M.: Demethyichlortetracycline: A Clinical and Laboratory Appraisal. 12. 

Roberts, M. S.; Seneca, H., and Lattimer, J. K.: Demethylichlortetracycline in Genitouri- ‘ a 

nary Infections. 13. Ross, S.; Puig, J.R.; and Zaremba, E. A.: Absorption of Demethylchlor- 0 yi /= 


tetracycline in Infants and Children: Some Preliminary Observations. 14. Vineyard, 
J. P.; Hogan, J., and Sanford, J. P.: Clinical and Laboratory Evaluation of Demethyl- 


chlortetracycline. Sg ap g 
LEDERLE LABORATORIES, 
a Division of AMERICAN CYANAMID COMPANY 


Pear! River, New York 
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CHOSEN BY MEDICAL 
SOCIETY OF THE STATE OF 
NORTH CAROLINA FOR 
PROFESSIONAL 

LIABILITY INSURANCE 


Head Office 

412 Addison Building 
Charlotte, North Carolina 
EDison 2-1633 


SERVICE OFFICE: RALEIGH, NORTH CAROLINA—323 W. MORGAN ST. TEmple 4-7458 


2! 
FIRE any your complete insurance needs . 
7 
| 
THERE IS A SAINT PAUL AGENT IN YOUR 
COMMUNITY AS CLOSE AS YOUR PHONE 
a HOME OFFICE: 111 WEST FIFTH ST., ST. PAUL, MINN. 
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IN EPILEPSY... 
PREREQUISITE 
FOR 
PARTICIPATION: 
THERAPY 


With the use of medications, 
epileptic students may be enabled 
to participate in many of the same 
activities as other students.’ 


REQUISITE 

FOR THERAPY: 

THE PARKE-DAVIS 
FAMILY OF 
ANTICONVULSANTS 


effective anticonvulsants 
for most 
clinical needs 


for control of grand mal and psychomotor seizures 


as > @ KAPSEALS® “in the last 15 years several 

’ all in new anticonvulsant agents have come into 
clinical use but they have not replaced 

diphenylhydantoin [pitantin] as the most effective single agent for a 


variety of reasons. Most of them are less effective in control of seizures, 
have a greater sedative effect and higher incidence of sensitivity reactions.”? 


A drug of choice for control of grand mal and psychomotor seizures, DILANTIN 
sodium (diphenylhydantoin sodium, Parke-Davis) is available in several 
forms, including Kapseals of 0.03 Gm. and 0.1 Gm. supplied in bottles 
of 100 and 1,000. 


vs ® KAPSEALS When it has been dem- 

a a by i i onstrated that the combination of 

Dilantin and phenobarbital is helpful 

in a patient and that these drugs are well tolerated, the use of PHELANTIN, a 
capsule providing both drugs, is often a great morale builder because it 
enables the physician to reduce the total number of pills or capsules the 
patient is required to take. It is less expensive medication and it prevents 
the patient from manipulating the dosage.* PHELANTIN also contains meth- 
amphetamine (desoxyephedrine) to minimize the sedative effect of pheno- 
barbital. 


PHELANTIN KapSeals (Dilantin 100 mg., phenobarbital 30 mg., desoxyephed- 
rine hydrochloride 2.5 mg.) are available in bottles of 100. 


for the petit mal triad 


@ KAPSEALS SUSPENSION mitontin is 

; On ill one of the most effective agents for the 
treatment of petit mal epilepsy. Relatively 

free from untoward side effects, mitontin successfully reduces both the 
number and severity of petit mal attacks without increasing the frequency 
or severity of grand mal attacks in those patients with combined petit mal 
and grand mal epilepsy. Also, miLONTIN is Considered an excellent choice 


for initiating therapy in untreated patients.*~* 


MILONTIN Kapseals (phensuximide, Parke-Davis) 0.5 Gm., bottles of 100 and 
1,000. Suspension, 250 mg. per 4 cc., 16-ounce bottles. 


KAPSEALS ceontin is effective in the 

t On in treatment of petit mal and psychomotor 
epilepsy. It provides effective contro! with 

a minimum of side effects, frequently checks seizures in patients refrac- 
tory to other anticonvulsant medications, and does not tend to precipitate 
grand mal attacks in those patients with combined petit mal and grand mal 
seizures. For this reason, CELONTIN is useful in treating patients with more 
than one type of seizure and can be given in combination with Dilantin.”~'° 


CELONTIN Kapseals (methsuximide, Parke-Davis) 0.3 Gm., bottles of 100. 


bibliography: (1) Green, J. R., & Steelman, H. F.: Epileptic Seizures, Baltimore, Williams 
& Wilkins Company, 1956, p. 136. (2) Bray, P. F.: Pediatrics 23: 151, 1959. (3) Davidson, D. T., 
Jr., in Conn, H. F.: Current Therapy 1959, Philadelphia, W. B. Sounders Company, 1959, p. 512. 
(4) Smith, B., & Forster, F. M.: Neurology 4:137, 1954. (5) Zimmerman, F. T.: New York J 
Med. 55:2338, 1955. (6) Lemere, F.: Northwest Med. 53:482, 1954.-(7) Perlstein, M. Aix Pediat: 
Clin. North America: 4:1079 (Nov.) 1957. (8) Livingston, S., & Pauli, t.: Pediotrics 19:G0—5 J 
1957. (9) Carter, C. H., & Maley, M. C.: Neurology 7:483, 1957. (10) Keith, H. M., & R ? 
J. G.: Proc. Staff Meet. Mayg 33:105, 1958. 
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when anxiety 
takes the form 
of apathy, 


listlessness and 


emotional fatigue 


A 
brand of trifluoperazine 


the unique tranquilizer 


that relieves anxiety and restores normal drive 


e often effective where other agents fail 

e fast therapeutic response with very low doses 

e side effects infrequent, usually slight and transitory 
e convenient b.i.d. administration 

e well-accepted by patients 


AVAILABLE: For use in everyday practice—1 mg. tablets, in bottles 
of 50 and 500. USUAL DOSAGE: One 1 mg. tablet, b.i.d. (morning 
and night). Additional information available on request from 
Smith Kline & French Laboratories, Philadelphia 1. 


leaders in psychopharmaceutical research 
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